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Abstract
The availability of behavioral health services within primary care meets the high patient
need for mental health care within a familiar setting, which is especially impactful in
safety-net settings where patients face higher levels of stress and psychosocial barriers
that impact health outcomes (Kamimura et al., 2014). Behavioral health consultants
(BHCs) may encounter challenges to successful integration of services, but adapting to
the unique clinic environment, assessing needs, and facilitating effect collaboration with
providers can lead to greater success (Hunter, Goodie, Oordt, & Dobmeyer, 2017). A
needs assessment was conducted with volunteer providers at the safety-net clinic Reach
Out of Montgomery County using quantitative (survey) and qualitative (interview)
methods. The primary goals of the study were to identify perceptions, needs, and barriers
related to collaboration with integrated behavioral health services at the clinic. A review
of relevant existing literature is presented to outline the role of BHCs, factors that impact
the effective implementation of integrated care, perceptions of providers, and
applicability to the safety-net medical setting. Statistical and content analyses were
performed, and results were found to be consistent with existing literature. Providers
reported a high level of openness and perceived patient benefit related to behavioral
health services, but rated BHCs to be significantly more helpful for mental health
concerns than medical needs. Recommendations for the clinic and the behavioral health
team are then discussed based on these findings.

Keywords: behavioral health, integrated primary care, safety-net clinic, provider
perceptions, needs assessment
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Chapter I
Statement of the Problem
The integration of behavioral health (BH) services within primary care (PC) is a
practice that is becoming more of a standard in healthcare due to various patient and PC
system benefits. BH services has been found to be especially valuable in safety-net
medical clinics where patients face many psychosocial barriers that impact their health
(Krupski et al., 2016; Lanoye et al., 2017). However, there are many challenges that may
hinder the successful integration of BH services within a clinic, so it is important to
assess needs of the clinic and facilitate effective collaboration with providers (Hunter et
al., 2017). The safety-net clinic Reach Out of Montgomery County (ROMC) has recently
integrated BH services and would benefit from a comprehensive needs assessment of
their volunteer providers to further the integration process and improve BH utilization.
Ultimately, results from the needs assessment can be used to determine how the BH team
can best address patient physical and mental health concerns. In addition, the needs
assessment will aid in the goal of facilitating collaboration between the clinic providers
and the BH team as they continue to integrate behavioral health services. The study hopes
to determine whether or not ROMC providers are open to integrated care and their
perception of areas in which BH can provide the most helpful intervention.
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Chapter II
Literature Review
In traditional PC settings, patients who present with mental health concerns are
frequently referred out to separate mental health services by physicians or they are told to
find counseling themselves (Frank, McDaniel, Bray, & Heldring, 2004). Physical and
mental health have traditionally operated as separate systems in the health care field,
which can create a disruption for the patient who must take additional action to receive
care (Frank et al., 2004). Integrating BH into PC is a way to bring BH skills and expertise
to patients in a setting where they already receive care (Hunter et al., 2017). As many as
70% of PC visits are related to BH needs (as cited in Hunter et al., 2017). Thus, it is
essential to provide patients with access to BH services in PC.
When BH services are offered along with physical health services within the same
healthcare system, mental health interventions can be offered more often and more
immediately (Society for Health Psychology, 2016). As a result, there are opportunities
for early identification of mental health concerns and treatment implementation, which
could prevent a patient’s condition from worsening or creating other problems (Society
for Health Psychology, 2016). The amount of medical clinics in the U.S. that offer
integrated BH services is increasing, in part due to the expansive literature suggesting its
effectiveness over traditional models (Lanoye et al., 2017; Mahler, 2015; Reed, Shore, &
Tice, 2016). However, these services might continue to be lacking for populations that
have a greater need for mental health interventions, such as the uninsured or under2

insured members of the community who seek health care from free safety-net medical
clinics. Initiative is needed to create more easily-accessible and available care in these
settings, especially mental health services.
Understanding Integrated Care
According to the American Academy of Family Physicians (AAFP), PC is care
that provides “health promotion, disease prevention, health maintenance, counseling,
patient education, diagnosis and treatment of acute and chronic illnesses in a variety of
health care settings” (2016, n.p.). Patients in PC settings may receive care from a variety
of providers, including physicians, physician assistants, and/or nurse practitioners. Since
PC often serves as the “first point of entry into the health care system” for much of the
population, providers treat a variety of conditions and often refer out to other health care
professionals for specialty care (AAFP, 2016, n.p.). The term Patient-Centered Medical
Home (PCMH) refers to a primary care model that emphasizes coordination and
communication to facilitate comprehensive care and utilizes a team-based approach to
better meet individual needs of patients (Farber, Ali, Van Sickle, & Kaslow, 2017).
A behavioral health consultant (BHC) is defined as “any behavioral health
provider who (a) operates in a consultative role within a PC treatment team and (b) offers
recommendations and care delivery regarding behavioral interventions” (Rowan &
Runyan, 2005, p. 13). The BHC offers specialized care to the patient in contingency with
their provider, which can include brief assessment and intervention for both mental and
physical health conditions (Rowan & Runyan, 2005; Vogel, Kanzler, Aikens, & Goodie,
2016). BHCs can be an integral part of the PCMH not only for implementing BH
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interventions and assessment with patients, but also for aiding in the development of
PCMH services to better address patient needs and disparities (Farber et al, 2017).
Integrated care can be defined as a unified health care practice that results from a
team of health professionals “using a systematic and cost-effective approach to provide
patient-centered care for a defined population” (Peek & NIAC, 2013, p. 2). The team may
be composed of providers (physicians, physician assistants, etc.) and BHCs. The team
works together to provide efficient care that can be effective for addressing medical
illnesses, health behaviors, life stressors, and overall health care utilization. Patients can
receive greater specialized treatment from various professionals in one setting. Mental
health interventions are usually brief in PC settings. A possible criticism of this model is
that patients with more severe mental health concerns will not receive adequate care.
However, if patients require more long-term services such as therapy, the mental health
professional could refer them out to specialty care (Society for Health Psychology, 2016).
The National Association of Community Health Centers (NACHC) surveyed
Federally Qualified Health Centers (FQHCs) across the U.S. to determine the prevalence
of integrated care models and to distinguish overall training needs of participating centers
(Lardiere, Jones, & Perez, 2011). Results from the representative sample showed that
71% of FQHC’s offered BH services, and 85.6% of these centers provided these services
onsite (Lardiere et al., 2011). They also found that 31% of BHCs providing care were
licensed social workers, compared to psychologists comprising 8.6% (Lardiere et al.,
2011). It is noteworthy that 90% of FQHCs reported that they routinely screen patients
for depression with a measure such as the Patient Health Questionnaire (PHQ-9;
Kroenke, Spitzer, & Williams, 2001). However, 37% percent of this group reported that
4

they only consistently screen a specific group of patients, such as patients who have an
ongoing diagnosis of depression (Lardiere et al., 2011). A total of 62.9% of FQHCs
reported that providers met with BHCs on an informal basis to discuss patients, including
weekly/monthly meetings, daily interactions, and electronic communication (Lardiere et
al., 2011). This study indicates that there are many FQHCs that implement BH-related
services, but more development is needed in order for all centers to offer adequate and
uniform services.
FQHC centers acknowledged several prominent needs in order to successfully
implement BH services (Lardiere et al., 2011). Providing training/education to providers
regarding short-term interventions, screening, and referral processes may improve
collaboration with BHCs. Concerns regarding no-show rates and billing confusion were
also common issues that FQHCs wanted to address for BH services (Lardiere et al.,
2011). The researchers were able to identify several recommendations for FQHCs based
on their findings. Determining barriers to providing BH services at the sites who did not
have integrated models may lead to needed changes (Lardiere et al., 2011). The report
also encourages FQHCs to become APA accredited psychology internship sites, which
could lead to an increase in number of advanced doctoral students filling this role
(Lardiere et al., 2011). Mahler (2015) identified trends for increased BH utilization
associated with the national population, reimbursement changes, and service
restructuring. The U.S. population is continuing to age and expand; chronic illness and
mental health conditions are predicted to grow along with this, with an increased demand
for services as a natural consequence (Mahler, 2015). These findings help identify the
recent state of integrated care from a national standpoint.
5

Role of Behavioral Health Consultants
An awareness of what BHCs do can be beneficial for understanding the valuable
contributions they bring to the health care setting. The Primary Care Behavioral Health
Model offers a comprehensive designation of the roles BHCs serve within an integrated
care setting (Reiter, Dobmeyer, & Hunter, 2018). Reiter et al. (2018) highlights essential
characteristics including practicing as a “generalist”, utilizing a biopsychosocial
framework, and engaging as a “routine” part of patient care within the clinic (p. 112).
BHCs should be receptive to team-based approaches, maximize productivity, and be
easily accessible for patient consultation (Reiter et al., 2018).
Typical BH appointments in PC last between 15 to 30 minutes, which differs
considerably from the traditional 50-minute model (Reiter et al., 2018). BHCs often
engage in a single-session consultation initiated by the provider to implement a specific
intervention, where the provider can then reinforce the intervention during subsequent
patient follow-ups (Rowan & Runyan, 2005). The BHC is able to distinguish factors
surrounding the patient’s concern that the provider may not have time to do within their
appointment and can then identify recommendations that can address the concern. If the
patient’s concern requires more support, the BHC can meet with the patient for several
sessions to discuss progress and/or barriers towards applying the intervention and
implement additional interventions as necessary (Rowan & Runyan, 2005). The provider
can then continue to monitor the patient’s functioning after the initial consultation and
can re-involve the BHC for follow-up if the patient stops showing progress.
There are various empirically-supported treatment styles and interventions that
are commonly practiced by BHCs in PC settings. BHCs should be able to “provide
6

psychoeducation, explain ways to manage symptoms, help patients implement selfmanagement strategies, and help patients develop skills to successfully implement
treatment goals” (Kinman, Gilchrist, Payne-Murphy, & Miller, 2015, p. 7). Motivational
Interviewing is often used to gauge a patient’s willingness to create positive change
regarding health behaviors, as well as facilitating self-identification of factors for and
against change. Cognitive Behavioral Therapy has been cited as the most frequently used
therapy model due to support for its short-term effectiveness (Hunter et al., 2017;
Kinman et al., 2015). Behavioral activation techniques, promoting health-positive
behaviors, and behavior change interventions are used to address many patient concerns
(Kinman et al., 2015). Supporting patients with chronic disease and/or pain management
needs is also common. Ultimately BHCs can use a variety of intervention styles to create
positive change for comprehensive concerns that present in the PC setting. BHCs should
refer to published literature that outlines knowledge and skills necessary for effective
practice in an integrated care setting, such as Competencies for Psychology Practice in
Primary Care (McDaniel et al., 2014).
Decreased Utilization Among High Care Utilizers
A common issue in PC settings that can be challenging to address is dysfunctional
care patterns of patients who are high utilizers of medical services. There are numerous
studies that have shown mental health conditions can be an influential factor regarding
utilization of healthcare (Berghöfer, Roll, Bauer, Willich, & Pfennig, 2014; Robinson,
Grabner, Palli, Faries, & Stephenson, 2016). Ford, Trestman, Tennen, and Allen (2005)
conducted a comprehensive study on the relationship between several mental health
conditions and medical utilization patterns in a PC clinic. They found that patients with
7

anxiety disorders showed higher rates of persistent utilization but inconsistent attendance,
and patients with alcohol use disorders under-utilized PC (Ford et al., 2005). In addition,
they identified that any patient who had an anxiety, depression, or alcohol use diagnosis
showed patterns of inconsistent attendance (Ford et al., 2005). Berghöfer et al. (2014)
identified from a national study that patients who were high utilizers of health care were
more likely to present with depression and/or suicidal ideation. Robinson et al. (2016)
found that high utilizers of health care reported higher levels of “depression severity,
fatigue, sleep difficulties, pain, high alcohol consumption, and anxiety” (p. 35). They also
found that this population incurred nine times higher patient encounters, eight times
greater health costs, and twice as many medications than patients at the average
utilization level (Robinson et al., 2016). In order to address these concerns, clinics must
have set protocols in place and designate which staff members at the clinic are
responsible for implementing them with patients.
Although it is reasonable to say that not all patients with mental health concerns
are high utilizers of health care, the results from these studies indicate that prevalent
concerns such as depression and anxiety can be moderating factors of patient health. If a
patient is given effective treatment to reduce or resolve these concerns, it is possible that
their medical utilization and costs may also decrease. However, providers often do not
have the time or the training to address these concerns, which offers another opportunity
for BHCs to be utilized. One example that shows the successful implementation of this
proposal comes from a two-part study carried out by Felleman, Athenour, Ta, and
Stewart (2013). First, the researchers analyzed medical records within a PC clinic and
found that depression served as a moderating variable for higher levels of medical service
8

utilization among patients with identified substance use disorders (Felleman et al., 2013).
For the second part of this study, BH services were integrated within the clinic and
participants’ medical utilization was measured over a 12-month period (Felleman et al.,
2013). Results indicated that BH intervention led to reduced medical care utilization for
participating patients (Felleman et al., 2013). The outcome of this study highlights BH
intervention as a potential mechanism of change.
Integrated Care Models
There are numerous collaborative health care models which are adopted by PC
centers across the country (Hunter et al., 2017). The models range from minimal
collaboration in distinct care facilities to full integration of services within one health
care system (Vogel, Malcore, Illes, & Kirkpatrick, 2014). The main models include
coordinated care, co-located care, and integrated care (Hunter et al., 2017). Health centers
that use a coordinated care model mainly utilize traditional medical care practices within
their clinic and offer patients separate mental health services through referrals (Hunter et
al., 2017). This model tends to be the least effective for patient care due to gaps in service
provision as a result of patients needing a referral and potentially not following through.
Other issues include minimal communication between providers and mental health
professionals and a general lack of understanding of each other’s roles (Vogel et al.,
2016).
Co-located care involves providers and BHCs collaborating on-site, meaning they
may operate from separate offices within the same building and refer applicable patients
to each other (Hunter et al., 2017). Communication is typically limited to care of shared
patients, if allowed by the health network, as the systems may be considered separate
9

(Vogel et al, 2016). Providers and mental health professionals may have a greater
understanding of each other’s roles compared to that of coordinated care because they
may work together on patient treatment plans (Vogel et al., 2016). However, issues
regarding care follow-through may still occur because the responsibility is still on
patients to complete the referral process.
Fully integrated care includes unified collaboration between teams within the
same health care setting, where physicians and other professionals such as psychologists
work together to provide holistic care for patients (Hunter et al., 2017). The facility
spaces and care systems are united for all aspects of the health care organization to allow
providers and mental health professionals to have consistent communication, a full
understanding of each other’s roles, and blending those roles together for comprehensive
care coordination (Vogel et al., 2016). Many studies have designated fully integrated care
as the most beneficial model, such as Gerdes, Yuen, Wood, and Frey (2001) who found
that having a BHC integrated within a PC clinic was associated with higher relationship
quality and collaboration frequency between providers and BHCs, as well as positive
provider attitudes towards BHCs.
Reed et al. (2016) analyzed 94 studies that implemented collaborative care models
and identified that they overall improved mental health, patient quality of life, and patient
satisfaction compared to traditional health care systems. Care that is provided through
interdisciplinary teams has been supported as the most beneficial model to both the health
care system and the patient (Beacham, Herbst, Streitwieser, Scheu, & Sieber, 2012). For
patients, attendance for their initial BH appointment has been shown to improve when
they are referred by their provider to a co-located BHC as a result of decreased wait time
10

between the two appointments (Valleley et al., 2007). Patient willingness to engage with
a BHC has also been found to increase when they are referred by their provider to a BHC
within the same care network (Vogel et al., 2014). Fully integrated care seems to be the
most useful for providers when they can collaborate on treatment plans of patients and
have unified access to records, which makes the process more efficient (Vogel et al.,
2014).
The Agency for Healthcare Research and Quality (AHRC) published a literature
review of competencies necessary for integrated care (Kinman et al., 2015). They
identified that providers should be knowledgeable of mental health concerns commonly
seen in PC to be able to identify patients that would benefit from BH services. The
AHRC also distinguished that BHCs should be able to efficiently and accurately identify
diagnoses (Kinman et al., 2015). Common associated factors may include the nature of
the problem, co-morbidities, functioning level, treatment needs, and/or assessment needs
(Kinman et al., 2015). Since BH sessions in PC are often limited, it is also important to
be able to identify a patient’s risk level and if they may require a referral for specialty
mental health services if their condition is determined to be severe. The AHRC also noted
that interventions must be “brief and solution-focused” and meant to improve overall
functioning in order to match the PC model (Kinman et al., 2015, p. 6). Since BHCs
typically see patients based on an initial referral from providers, communication skills
may serve as a helpful skill set in order to effectively collaborate with them.
Barriers to Integrated Care
Sanchez, Thompson and Alexander (2010) surveyed providers from publicly
funded health centers and identified several barriers to integrating and implementing
11

mental health services. The researchers found that not fully understanding the role of
mental health specialists or psychological disorders can make providers unwilling to
collaborate (Sanchez et al., 2010). Thorough training involving both PC staff/providers
and BHCs as well as assessment of the clinic’s needs prior to integrating BH services can
create greater comprehension. Many survey respondents also indicated that they did not
feel they had enough time to consult with BHCs frequently regarding their clients, even if
they worked together onsite (Sanchez et al., 2010). The efficient use of medical record
notes or other technological programs and adequate training could be proposed for
increasing efficiency and communication between all providers.
Reimbursement issues for collaborative care were identified as a main concern in
the Sanchez et al. (2010) study, since it is often a difficult process to get multiple services
covered by Medicare, Medicaid, or insurance for billing purposes. This is currently an
issue in many healthcare settings because payers often do not accept both a physical and
mental health billing code in the same visit (O’Donnell, Williams, & Kilbourne, 2013).
However, bundled payment models where multiple reimbursements are negotiated
between healthcare systems and insurance companies have been suggested as a resolution
to this and have worked in many circumstances (O’Donnell et al., 2013).
Reiter et al. (2018) also highlights challenges to the implementation of integrated
care in their description of the PCBH model. They noted potential inconsistencies with
providers, including unwillingness to engage the BHC in a warm-handoff with a patient
(i.e. time constraints), lack of knowledge regarding the role of BHCs, and skewing
towards referrals of mainly mental health conditions instead of a wide array of concerns
BH can be helpful for (Reiter et al., 2018). In many circumstances, the BHC is expected
12

to provide education to staff regarding their role and to market themselves effectively in
order to be sufficiently utilized.
Implementation of Integrated Care
Considering the complexities and various problems that can arise when
implementing an integrated health care system, it is useful to recognize the factors that
can create a smooth process. Mitchell et al. (2015) conducted a meta-analysis of studies
that evaluated integrated care systems to identify common factors that created effective
models based on improved process outcomes. Specifically, studies were included if they
compared traditional primary care treatment with an integrated care model (collaboration
between providers and BHCs) for adult patients with chronic diseases in a medical
facility (Mitchell et al., 2015). Some significant outcomes reported by studies in the
meta-analysis included increased appointment attendance, reduced readmission rates in
hospital settings, improved management of chronic conditions such as diabetes, and
enhanced communication within the medical facility (Mitchell et al., 2015). They
identified a common finding from several studies that providers perceived patient
outcomes to improve as a result of BH interventions and also reported overall satisfaction
with implementing an integrated care model (Mitchell et al., 2015).
The authors found six common factors that facilitated success for integrated
models in healthcare settings (Mitchell et al., 2015). Well-coordinated interdisciplinary
teamwork with clearly-defined roles, regular communication with effective electronic
record systems, and using structured care guidelines (i.e. patient goals) were highlighted
as important factors (Mitchell et al., 2015). Ensuring thorough provider and patient
education on the integrated care model, patient willingness to engage with BHCs, and
13

having adequate funding for operating the model were also identified as moderators that
influenced the success rate of switching to an integrated care model (Mitchell et al.,
2015). These characteristics are therefore important to consider when planning the steps
necessary to transitioning integrated services within a healthcare system. Although the
researchers noted that most clinics reported a slight increase in costs associated with
utilizing an integrated care model, it had a positive impact on service utilization (i.e.
attendance rates, treatment compliance) which could reduce overall costs in the long run
((Mitchell et al., 2015). Determining the needs of a clinic prior to initiating changes in its
healthcare operations could be useful for facilitating the factors identified in this study
and leading to successful long-term outcomes (Mitchell et al., 2015).
McGough, Bauer, Collins, and Dugdale (2016) provide an example of effectively
integrating collaborative services within a PC setting. In this system, the primary care
physician (PCP) acts as the initial and primary contact for the patient. The PCP is also
able to work together with a care manager (a social worker, nurse, or psychologist
depending on the circumstance) as well as a psychiatrist when behavioral concerns are
identified. McGough et al. (2016) implemented a trial run of their model to gauge its
success at the clinic. A qualified mental health professional was selected and staff at the
clinic were given training related to how to operate under the integrated model. Then,
specific patients were identified who had documented anxiety and/or depression and
services were offered. The care manager kept track of patient success and consulted with
the psychiatrist if goals were not being met, which would then be communicated by the
PCP to the patient and necessary adjustments would be made. The patients were more
engaged and their depression/anxiety decreased, they had improved discharge rates, and
14

lower service costs through the use of the care managers. The researchers found that clear
communication between providers, in-depth program explanations, PCP willingness to
collaborate, shared record access, and adequately trained care managers were influential
factors in the success of implementing their integrated model (McGough et al., 2016).
BHCs should work closely with a clinic’s staff and providers for collaborative
care to be incorporated smoothly and efficiently within a PC setting (Hunter et al., 2017).
Collaboration between different professions in a healthcare setting cannot be executed if
providers do not have a sufficient understanding of the integrated model or are not in
agreement regarding patient treatment planning. Hunter et al. (2017) discuss how to
effectively establish collaboration with providers. They state that mental health
professionals should identify the needs of the clinic upon beginning collaboration and
then incorporate services that address these needs (Hunter et al., 2017). They suggest
surveying providers to identify treatment areas that they find most challenging, which
may increase providers’ willingness to collaborate in the long run (Hunter et al., 2017).
Identifying providers’ most pressing needs and their understanding of what BHCs have to
offer can lead to addressing concerns and BHCs being utilized effectively.
Perceptions of Primary Care Providers
Several studies have evaluated the process of assessing provider needs and
attitudes toward integrated care (Beacham et al., 2012; Torrence et al., 2014;
Westheimer, Steinley-Bumgamer, & Brownson, 2008). Westheimer et al. (2008) used a
descriptive survey to evaluate provider perceptions of an integrated care model within a
university health center setting. They found that overall the providers valued BHCs and
utilized opportunities to collaborate (Westheimer et al., 2008). Although providers
15

perceived BHCs as helpful for both mental and physical conditions, they tended to refer
patients with mental health concerns more than traditional medical problems
(Westheimer et al., 2008). The authors consider that these findings were the result of
providers lacking mindfulness of the mind-body connection, therefore suggesting a need
for educating providers on the helpfulness of BH services for a variety of presenting
problems (Westheimer et al., 2008).
Torrence et al. (2014) created a Likert-type survey to assess the perceptions of
medical providers toward BH integration into PC. They found that providers believed
collaborating with BHCs enhanced their efficiency and helped patients address mental
and medical health problems, which resulted in improved overall care. The researchers
did not find any correlations between response styles and provider age, gender, or type of
health center they worked for (Torrence et al., 2014). They did identify a positive
correlation between communication with BHCs and willingness to discuss mental health
concerns with patients (Torrence et al., 2014). Providers who engage in regular dialogue
with BHCs likely gain a greater understanding of mental health concerns, and therefor
may feel more confident in recognizing and talking about related issues with their
patients. However, approximately 25% of respondents indicated that they did not believe
BHCs were effective at addressing the medical concerns of patients (Torrence et al.,
2014). Increased knowledge of physical health interventions for BHCs could be identified
as an improved training area for future integration programs to focus on, since a high
percentage of patients present with both physical and mental health issues (Hunter et al.,
2017).
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Beacham et al. (2012) surveyed PCPs in either integrated settings or clinics that
did not have on-site BHCs to determine if there were differences in attitudes regarding
BH services. They included questions related to the biopsychosocial model, perceived
importance of BHCs, and current perceived access to mental health services. Perceived
PCP competence to treat psychological disorders and attitudes towards mental health
treatment were also surveyed. Lastly, they asked respondents to rate perceived
helpfulness of BHCs for patients who presented with specific mental health concerns.
The researchers found that PCPs in integrated settings believed they had greater access to
communication with BHCs and identified a greater patient need for mental health
services (Beacham et al., 2012). Although there were no differences between groups
related to treating patient mental health concerns, PCPs in integrated settings identified a
higher regard for consultation with BHCs and had a greater referral rate (Beacham et al.,
2012).
Beacham et al. (2012) also asked PCPs to rate a variety of concerns for perceived
BH helpfulness and found notable results for several concerns that are related to similar
ones included in the present study. PCPs who endorsed referring patients to BHCs
include 97% for depression, 97% for anxiety, 73% for substance use, 57% for chronic
pain, 50% for medication/treatment adherence, 47% for sleep, and 38% for smoking
cessation (Beacham et al., 2012, p. 370). The percentage of PCPs who endorsed BH to be
helpful included 64% for substance use, 41% for depression, 38% for chronic pain, 31%
for anxiety, 30% for smoking cessation, 23% for sleep, and 23% for medication/treatment
adherence (Beacham et al., 2012, p. 370). The researchers note that overall perceived
helpfulness was “somewhat low,” and identified several influential barriers for arranging
17

consultation noted by PCPs including “proximity of psychology providers, financial
issues, patient resistance/stigma, provider knowledge, and provider confidence”
(Beacham et al., 2012, p. 371). The researchers reported that even though their results
were specific to certain clinics and the data was self-report, many of their findings were
similar to what has been observed previously in similar studies (Beacham et al., 2012). It
appears that offering BH services in a healthcare setting succeeds in meeting the need for
access to mental health services, as well as greater PCP understanding of the role of
BHCs. However, there are barriers that should be addressed in order to improve
perceived ability to refer and BHC helpfulness rates.
Impact of Health Disparities
There are certain populations who face barriers that make it more challenging to
address and/or treat their medical and mental health concerns. Walker and Druss (2017)
analyzed data from the National Survey on Drug Use and Health and found that 52.2% of
adults have at least one concern pertaining to mental health, substance abuse or
dependence, and/or a chronic medical condition. They also found that socioeconomic
status (SES) impacted health ratings, with being in poverty associated with the worst
health ratings and higher occurrences of condition comorbidity (Walker & Druss, 2017).
Health has been found to improve steadily as SES status rises, implying that access to
resources can moderate health outcomes (Farber et al., 2017).
The U.S. Office of Disease Prevention and Health Promotion identified a
substantial list of social determinants of health that can impact access to care, including
low income, unemployment, food instability, lack of transportation, low health literacy,
lack of social support, and living in an unsafe environment (2016). Kangovi et al. (2014)
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interviewed low-SES patients to understand common health care experiences and
identified themes including a sense of powerlessness, a disconnect between patient and
provider goals, difficulty understanding aspects of their health problems and care
instructions, perceiving long-term health to be less important than meeting immediate
needs, financial barriers that limit care abilities, and lack of support leading to
disengagement. The researchers suggest improving ability to address SES disparities and
engaging in collaborative goal setting as ways for health care systems to better meet the
needs of their low SES populations (Kangovi et al., 2014). Both the Walker and Druss
(2017) and Kangovi et al. (2014) studies indicate higher health concern rates among the
impoverished population, suggesting a need among this population for accessible medical
treatment and BH services.
People who live in poverty may encounter health disparities resulting from being
socially and systematically disadvantaged, but these problems can be reversed when
people in this population are given access to needed resources (Farber et al., 2017).
Safety-net clinics attempt to reduce impoverished disparities by offering free health care,
but patients not having the means to follow through with physician instructions may have
a negative effect on health outcomes. Providers are often unable to address social
determinants of health that may impact patient care during appointments, which may
result from factors such as lack of awareness and time in the health care setting. Inclusion
of BH services in safety-net clinics offers a pathway for addressing issues that may be
impacting patient health, as well as identifying stage of change and how to improve
perceived barriers (Farber et al., 2017). Safety-net clinics may be the only source of
health care accessible to underserved/uninsured populations, so each clinic should be able
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to meet a broad spectrum of medical, mental health, and social work needs in order to
adequately care for their patients.
Using a PCMH model where team-based care is utilized has been shown to
improve access to care, preventative services, and chronic condition management for
patients in both safety-net and PC clinics (Farber et al., 2017). Evaluating disparities
frequently encountered by the patient population a safety-net clinic serves, such as
obtaining feedback from patients on their care experiences, can help to better inform care.
Since physical health outcomes are impacted by mental health factors such as depression
and anxiety, psychological services are an essential component of the PCMH. Utilizing
integrated care can allow patients to get help addressing both mental and physical healthrelated disparities they may face by reducing access and coordination barriers (Farber et
al., 2017).
Increased Need for Behavioral Health Services in Free Clinics
In 2015, approximately 29 million people did not have health insurance coverage
despite previous enactment of health care reform via the Affordable Care Act (ACA)
(Barnett & Vornovitsky, 2016). Although this is a significant decrease from 50.7 million
uninsured in 2009, these findings indicate there is still a significant percentage of the U.S.
population that likely goes without regular access to health care (Department of
Commerce, 2010). Safety-net clinics serve as a way to help underserved, uninsured,
and/or low-income populations obtain health care services. Safety-net clinics are “health
care organizations that utilize a volunteer/staff model” (NAFCC, n.d., n.p.) to provide a
variety of medical services with the goal of “decreasing health disparities” (Notaro et al.,
2012, p. 502).
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Patients at safety-net clinics tend to have lower health literacy, are higher users of
medical care, experience higher rates of major stressors, and are more likely to meet
criteria for mental health diagnoses when compared to the general population
(Kamimura, Christensen, Tabler, Ashby, & Olson, 2013; Sadock, Auerbach, Rybarczyk,
Aggarwal, & Lanoye, 2014). Kamimura et al. (2014) found that patients surveyed at a
safety-net clinic reported overall low health-related quality of life ratings, and that patient
quality of life perceptions were negatively impacted by depression and environmental
factors. Notaro et al. (2012) analyzed medical records at a safety-net clinic and found that
mental and behavioral disorders (as characterized by ICD-10) were found to be the third
most frequently-given diagnoses. They also identified hypertension, obesity, and smoking
cessation as other main concerns frequently seen at the clinic used in the study (Notaro et
al., 2012).
Outcomes of Implementing Integrated Care in Safety-Net Clinics
There are several examples of safety-net clinics that implemented an integrated
care model and published outcomes (Krupski et al., 2016; Lanoye et al., 2017). Krupski
et al. (2016) assessed the impact of using an integrated model in two safety-net clinics for
the underserved with severe mental illness on health care utilization and costs over a twoyear period. The first clinic had been incorporating BH services for over a decade, and
showed significant improvements including a 6% reduction of inpatient hospitalizations
and an overall cost savings of $217.68 per person, per month for the clinic (Krupski et al.,
2016). The second clinic began implementing integrated care during the time of the study
and did not produce significant outcomes; the researchers identified limitations including
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newness of services and the impact of homelessness (the clinic’s main population) as
potential reasons for these outcomes (Krupski et al., 2016).
Lanoye et al. (2017) conducted a similar study that analyzed the effect integrated
BH services had on patients at a safety-net clinic. They found that patients who received
at least two appointments with a BHC experienced significantly less inpatient
hospitalizations posttreatment, compared to patients who did not utilize BH services
(Lanoye et al., 2017). The researchers cited BH interventions aimed at improving
treatment adherence, general health behaviors, and mental health conditions that can lead
to poor health behaviors as areas that may have led to overall improved wellness for
patients who participated (Lanoye et al., 2017).
Both Krupski et al. (2016) and Lanoye et al. (2017) found significant clinic
improvements as a result of incorporating BH services, although future considerations
related to how these clinics could further enhance these services could lead to even
greater findings. As discussed previously, there is an expansive amount of literature
highlighting the effectiveness of integrated care for both staff within a clinic and their
patients who received behavioral health interventions. Although it can take sizeable effort
to implement structural changes to a given health care system, it can be carried out
smoothly if sufficient care is given to identifying and addressing the particular needs of
the clinic.
Reach Out of Montgomery County
ROMC is a 501(c)(3) nonprofit healthcare provider founded in 1994 by Wright
State University Boonshoft School of Medicine, Public Health Dayton and Montgomery
County, and the Montgomery County Medical Society (ROMC, 2015a). The safety-net
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medical clinic is supported by local foundations, grants, corporate and individual giving.
ROMC offers a PC clinic, charitable pharmacy, specialist referrals, and a nurse line for
individuals of all ages whose income falls at or below 200% of the Federal Poverty Level
(ROMC, 2015a). Patients are not required to pay for any treatment, referrals, or
medications offered at the clinic. Approximately 250 staff and providers volunteer their
respective services at ROMC. Volunteers rotate on a weekly basis to ensure equal
opportunities.
ROMC has a patient population of individuals classified as low SES who are
often without health insurance, and many are not U.S. citizens. As discussed previously,
individuals in this population are more likely to be high utilizers of medical care,
experience chronic major stressors, and meet criteria for mental health disorders.
Although ROMC identifies depression and anxiety as two of the top ten diagnoses at the
clinic, mental health professionals have historically never been on staff (ROMC, 2015b).
The clinic administrators at ROMC would like to implement a fully-integrated
collaborative model within their clinic.
Current Behavioral Health Procedures at ROMC
Beginning in Summer 2016, a number of steps have been taken to incorporate BH
services within ROMC in collaboration with doctoral psychology trainees at the Wright
State School of Professional Psychology. A class is taught every summer semester where
a small group of students learn an introduction to integrated care and apply clinical
behavioral health skills with patients at ROMC. The group is available at ROMC during
the Thursday evening clinic. During fall and spring semesters, Dr. Cigrang and one or
two students are available for consultation during Thursday clinic hours. BH is not
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currently available on Wednesday or Friday clinic hours. Providers who see patients
during clinics when BH is not available know to (and routinely do) schedule patients to
meet with BH on a Thursday clinic. Clinic leadership know that BH is offered on
Thursdays, however there has not been tailored marketing of BH services.
Every patient is given a screener with their intake paperwork that asks them
questions from the PHQ-2 and GAD-2. The intake staff score the screener and if a patient
scores a three or higher on either measure, they are asked during their triage if they would
be interested in meeting with BH to discuss their depression, anxiety, etc. while waiting
to see the medical provider. Providers are also able to ask the BH team to meet with a
patient if the patient identifies a BH concern during their exam (warm-handoffs). The
team is also available for informal on-the-fly consultation. In addition, patients have the
opportunity to meet with BH if they schedule an appointment.
BH sessions last approximately 30 minutes, and interventions are primarily
focused on one presenting concern. Patients are offered follow-up appointments if
applicable, but typically patients will no-show so they are often only seen once. The BHC
then writes a one-page SOAP note for the session and it is included in the patient's file.
The BHC always makes an effort to follow-up with the provider but this does not always
happen, and providers are not always informed that the patient met with a
BHC. However, the BH note is accessible in the patient’s EHR.
A patient needs assessment and a limited survey of ROMC volunteer providers
were conducted upon initial formation of BH services to help determine clinic needs
(please reference Preliminary Work section below). However, the ROMC clinic
administrators must better identify the needs of their clinic and the level of openness to
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collaboration from the providers who are already at the clinic in order to effectively
incorporate BH services.
Preliminary Work
Assessment of Patient Needs. A previous needs assessment at ROMC focused on
the needs of patients at ROMC and the impact of social determinants of health
(Stephenson, 2019). A representative sample was surveyed and recommendations were
identified with the goal of tailoring BH services to better meet the needs of patients at
ROMC. Stephenson (2019) found that patients frequently endorsed experiencing PTSD,
stress, depression, anxiety, sleep difficulties, and tobacco use. Recommendations for the
BH team from this study included becoming familiar with interventions that address the
most common concerns endorsed by patients, practicing trauma-informed care,
collaborating effectively with providers for improved patient care coordination, and
increasing familiarity with community resources (Stephenson, 2019). The findings from
this study will be incorporated into the present study’s recommendations (see
Recommendations section).
Provider Survey. A survey similar to the one used in the present study was used
to collect preliminary data with a subgroup of ROMC providers and staff. Significant
findings showed that providers were open to an integrated care structure at ROMC and
believed that patients would benefit from BH services at ROMC. Using a Likert-type
scale, providers rated hypertension, chronic illness, diabetes, finances, and tobacco as the
top five most frequent patient concerns seen at the clinic. Providers rated the top five
concerns BH services could be the most helpful for to be depression, anxiety, psychosis,
alcohol use, and grief. The top five concerns providers identified as needing the most
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assistance with from the BH team at ROMC include depression, anxiety, chronic pain,
weight management, and substance abuse.
Summary and Purpose
The integration of BH services within PC has been identified as a way to meet the
needs of providers (who often lack time and specialized training) as well as patients (who
frequently present with mental health concerns). Additional benefits include reducing
mental health stigma by making BH a routine part of patient care and positively
impacting care utilization and chronic disease management for patients. BH integration is
especially valuable within a safety-net setting due to the elevation of patient stressors and
health barriers that may go unaddressed without this additional supportive role. A review
of the literature identified various factors that may influence successful implementation,
including PC system structure, provider openness to collaboration, clear communication,
and BHC ability to adapt to the needs of the clinic. BHCs are encouraged to educate
providers regarding their role and how to incorporate them in patient care to maximize
utilization. Identifying needs of the clinic and its providers has also been reported as
conducive to effectively integrating BH services within a PC system, which forms the
basis of this study.
The purpose of this study was to conduct a needs assessment with volunteer
providers at ROMC to identify provider needs and perceptions related to BH, with the
goal of facilitating effective integration of BH services within the clinic. Specific
hypotheses of this needs assessment have been informed by results found in similar
studies (McGough et al., 2016; Mitchell et al., 2015; Torrence et al., 2014). It is expected
that providers who participate in the study will be open to the integration of BH services
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at ROMC and will rate a high level of patient benefit. However, it is also hypothesized
that providers will perceive BH services to be more helpful for mental health concerns
than physical health concerns. This potential predisposition may then influence providers
to primarily identify mental health concerns as top areas of focus for the BH team at
ROMC, despite frequency of medical conditions that BH services could be helpful for.
Results from the study will be used to inform recommendations for both the
administration and the BH team at ROMC.
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Chapter III
Method
Creating the Needs Assessment Survey
Several studies were used to generate questions for the provider survey (see
Appendix D) (Gerdes et al., 2001; Hunter et al., 2017; Kainz, 2002; Westheimer et al.,
2008). Questions related to provider comfort levels, attitudes towards behavioral health
services, and perceived capability to treat mental health conditions in a PC setting were
modeled after Gerdes et al. (2001) and Westheimer et al. (2008). Gerdes et al. (2001)
used a Likert-type survey to measure site characteristics, patterns of collaboration, and
factors influencing collaborative relationships between traditional PCPs and BHCs. The
researchers created the items on their survey based on suggestions from relevant literature
and a consultation survey that was used in a similar study conducted by one of the
authors. Items used for assessing provider confidence in treating mental health concerns
(i.e. “I am confident in referring patients for mental health services”) were informed by a
similar section included in the Gerdes et al. (2001) study (i.e. “what’s your interest and
comfort in treating MH [mental health] problems?”) (p. 436). The included items were
modeled after Gerdes et al. (2001) due to their direct assessment of provider attitudes
towards collaborating with BHCs, but items were not verbatim.
Westheimer et al. (2008) also used a Likert-type survey within a university health
center setting to assess provider perceptions of mental health services, referrals to BHCs,
and patient willingness to accept referrals. Survey items from Westheimer et al. (2008)
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that were used in the making of the present study’s survey were associated with provider
training and perceived abilities to diagnose and/or treat mental health concerns. Since it is
important to assess willingness to collaborate as well as how well providers perceive to
be equipped to treat mental health concerns, items were structured to meet these needs.
Items from similar surveys in the literature were adapted to reflect the demographics and
concerns applicable to the volunteers and population served by the clinic.
Items related to physical/mental health concerns and perceived helpfulness of BH
services for those concerns on the present study’s provider survey were modeled after
examples from Kainz (2002), Westheimer et al. (2008), and Hunter et al. (2017).
Westheimer et al. (2008) had providers rate how often BHCs are able to assist with the
treatment of specific health concerns, including hypertension, headaches, eating
disorders, insomnia, anxiety, and depression. Kainz (2002) also had providers rate
perceived benefit of BH intervention for issues such as chemical dependency, Attention
Deficit Disorder, sexual dysfunction, chronic pain, and obesity. Many of the conditions
listed from Westheimer et al. (2008) and Kainz (2002) were also mentioned in the
example provider survey constructed by Hunter et al. (2017). All topics listed from these
three studies were included in the present study’s survey to assess provider perceptions of
mental health services. Other physical/mental health concerns including chronic illnesses,
stress, sexually transmitted illnesses, psychosis, medical non-compliance, and overuse of
health care were included in the present study’s survey due to their relevance to the
ROMC clinic (based on discussions with ROMC administration).
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Participants
Participants in this study included current volunteer providers at ROMC who
were at least 18 years of age and had volunteered for at least one month (a total of three
weekly rotations). Duration of volunteering was determined based on asking each
respondent directly prior to obtaining consent to participate. Unlike the preliminary
study, only practicing physicians were included in order to get a representative sample of
provider perceptions. There are approximately 250 registered volunteer physicians at
ROMC, but the number of participants in the current study was lower (n=30) due to a
variety of factors, including scheduling, time limitations, and willingness of participation.
Materials
Provider Survey. A measure of provider attitudes towards the integration of BH
services within ROMC was developed for this needs assessment (see Appendix D).
Although there are similar studies that have been conducted, a new measure was needed
because there was not an existing scale that could fully address attitudes of ROMC
volunteers in a way that would benefit the clinic and its administration.
The scale has four sections. First, there are seven questions related to
demographics of respondents. Information collected from the survey included the
respondent’s position/title, specialty (if applicable, in reference to their practice of
medicine), gender (male or female), age, years of experience, the geographic area where
they have the most experience providing services (Rural, Urban, or Suburban), and the
length of time they have been a ROMC volunteer.
Second, there are five questions to assess the comfort levels of providers related
to discussing mental health, capability to treat mental health conditions in general, and
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openness to the integration of behavioral services. Each item consists of a statement and
respondents rate their opinions on a five-point Likert-type scale ranging from 1 (“not at
all”) to 5 (“very”). Opinions on the prevalence of specific physical and mental health
concerns at the clinic and views on the possible helpfulness of integrated behavioral
services are also be assessed. This third section is comprised of two separate five-point
Likert-type rating scales for each concern. One half of the third section addresses
perceived prevalence of physical/mental health concerns and the other half addresses
perceived helpfulness of behavioral services for a total of 26 concerns.
In the fourth section, respondents are asked to list the top three concerns related to
patient physical/mental health issues that they believe they need the most assistance with
at ROMC (they could either derive topics from the given list of concerns or suggest any
concerns that were not listed). The indicated concerns should relate to topics they either
do not understand well enough to treat or do not have enough time to address with the
patient that could be covered in a follow-up with a BHC. This section was included to
help the ROMC administration determine the areas in which there is a need for additional
or improved training for their volunteers.
Interviews. Individual interviews with ROMC providers were conducted to provide
in-depth qualitative information that could be analyzed to further identify perceptions,
needs, and barriers of the clinic. The following questions were asked during each
interview:
1) What are your perceptions regarding the role of behavioral health consultants in
the healthcare/safety-net setting?
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2) What do you feel would be necessary for providers and behavioral health
consultants to be able to integrate effectively at the clinic?
3) What do you see as barriers or factors that negatively impact patient health at the
clinic?
4) What are three patient concerns that behavioral health consultants could be most
helpful for addressing at the clinic and why?
5) Has there been a change in your willingness to refer patients since having
behavioral health consultants at the clinic?
6) Do you have any behavioral health staff where you work outside of Reach Out? If
so, what do you see as a strength that comes from having them readily accessible?
Also, have you found consulting with behavioral health before or after meeting
with the patient to be more effective?
Coding
The numerical coding for variables was developed by the researcher. There were
five main sections to record and organize information for the provider survey (see
Appendix A). The first section included demographic information, including clinical
position, medical specialty, geographical area of practice, gender, years of experience,
age, and length of volunteer time at ROMC. The second section provided coding for the
five Likert-Scale statements regarding mental health perceptions. The third section
provided coding for the list of concerns. Concerns labeled with a “1” discern how often
providers perceive patients to present with the issue and those labeled with a “2”
representing provider perceptions of the potential helpfulness of BH services for those
concerns. The fourth section of coding identifies the three concerns respondents were
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asked to list on the survey as individual categories. The fifth section numerically
categorizes every item that was listed by providers for the fourth section.
Procedure
This study was approved by the Wright State University Institutional Review
Board in April 2018. For the first part of the study, the researcher asked providers at the
clinic (identified in Participants) if they were interested in filling out a one-page survey
(detailed in Materials) to benefit the integration of BH services at ROMC. Providers were
informed that there was no penalty if they declined participation. All providers who
agreed to complete the survey also reviewed a consent form prior to participation. Survey
respondents were asked to identify several general demographics on the survey but
remained anonymous to maintain confidentiality. The study was conducted based on
availability of the researcher and the clinic’s daily operational schedules. Survey
respondents were recruited during open clinic hours. ROMC only needs approximately
three physicians, three medical residents, and several nurses, pharmacy technicians, and
intake staff per night so providers are rotated in order to allow everyone in the volunteer
database to participate, so data was collected over the course of six months to obtain a
sufficient sample.
The second part of the study involved conducting individual semi-structured
interviews with providers at ROMC to gain a greater qualitative understanding of their
perceptions and needs at the clinic. The researcher recruited participants for interviews by
asking providers who completed the provider survey, and collaborated with the clinic’s
Executive Director to identify providers who would be willing to participate in the
interview. An anonymous consent form was obtained to confirm each volunteer’s
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willingness to participate in the interview. Responses were recorded for the purpose of
analyzing content for themes. Interviews lasted between 15 and 30 minutes, depending on
length of provider responses. 15 interviews were conducted, which was the predetermined amount for sufficient analyses. The researcher had to be flexible in order to
accommodate the availability of each participant, so some interviews were conducted in
person at ROMC and some were conducted via phone after previous in-person
engagement and review of the consent form.
Analyses
Statistical analyses were carried out for the provider surveys in order to identify
their most prevalent perceptions, concerns, and needs. Following the completion of data
gathering, Statistical Package for Social Science (SPSS) was used to analyze the
quantitative survey data. The Wright State University Statistical Consulting Center team
assisted with the SPSS analyses and provided consultation regarding interpretations of
the results.
Qualitative data gathered from the individual provider interviews was examined
for themes using content analysis. Content analysis can be defined as “a family of
research techniques for making systematic, credible, or valid and replicable inferences
from texts and other forms of communication” (Drisko & Maschi, 2016, p. 7).
Interpretive and/or quantitative analytic techniques are used to identify meaningful
content and themes of a particular set of literal content (Drisko & Maschi, 2016). Basic
content analysis involves defining areas of interest and preliminary codes prior to
analysis and are meant to be descriptive (Drisko & Maschi, 2016). A frequency count is
suggested as a basic formulation; for the current study the researcher counted the number
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of times a topic was mentioned throughout all the interviews to help determine the most
common responses. Interpretive content analysis was used along with basic frequencies
to screen for specific terminology and identify overall themes from providers (Drisko &
Maschi, 2016).
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Chapter IV
Results
Quantitative Data: Provider Survey
In this section, an overview of the complete provider survey data set will be
presented. The data set totaled 30 and respondents answered all items on the survey.
Descriptive Analyses.
Demographic information. Demographic information for the survey data set was
identified using descriptive and frequency statistical methods. The results are presented in
Table 1 and Table 2 below. 100% of respondents identified as a practicing physician with
Doctor of Medicine (MD) credentials. There was almost equal representation of gender,
with 56.67% of respondents identifying as male and 43.33% identifying as female.
Regarding specialty area of clinical practice, 46.67% identified family medicine, 30%
identified internal medicine, and 23.33% identified emergency medicine. Respondents
were also asked to identify their geographical area of practice for their clinical work
outside of ROMC; one respondent reported practicing in a rural area, 40% reported
practicing in an urban area, and 56.67% reported practicing in a suburban area.
There was substantial variability in years of experience, age, and volunteer length
among respondents. The mean for experience as a practicing physician in years was
16.80, with responses ranging from one to 50 years. The mean for age in years was 49.97,
with responses ranging from ages 25 to 78. The average ROMC volunteer length in
months was 114.80 (9.57 years), with responses ranging from one month to 360 months
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(30 years).
Table 1
Provider Demographics
n

%

Position

MD

30

100.00%

Specialty

Family Medicine

14

46.67%

Internal Medicine

9

30.00%

Emergency Medicine

7

23.33%

Female

13

56.67%

Male

17

43.33%

Rural

1

3.33%

Suburban

17

40.00%

Urban

12

56.67%

Gender

Geographic Area

Table 2
Descriptive Statistics of Demographics
n

Mean

SD

Minimum Maximum

Experience (years)

30 16.80

13.34

1.00

50.00

Age (years)

30 49.97

14.85

25.00

78.00

Volunteer Time Length (months)

30 114.80 109.06

1.00

360.00

Provider self-perceptions. The descriptive statistics for the five Likert Scale
self-perception mental health statements are presented in Table 3 below. Each statement
will be discussed individually.
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Table 3
Ratings of Provider Self-Perceptions (Likert Scale)
n Mean SD Minimum Maximum
Referral confidence

30 4.43 0.90

1.00

5.00

Capability to treat mental health concerns 30 3.43 1.25

1.00

5.00

Adequate training in mental health

30 3.53 1.20

1.00

5.00

Openness to integrated care

30 4.67 0.80

2.00

5.00

ROMC Patients will utilize BH services

30 4.93 0.25

4.00

5.00

I am confident in referring patients for mental health services. Respondents
averaged a 4.43 rating for this statement, with variability in ratings ranging from one to
five. It is notable that only one respondent indicated a rating of one. This data point can
be considered an outlier due to it residing outside three standard deviations of the mean,
which may have lowered the overall average (Cohen, 2013). The results indicate that
most providers perceive themselves to be able to refer patients for mental health services
when there is an identified need.
I am capable to treat mental health conditions. Respondents averaged a 3.43
rating for this statement, with variability in ratings ranging from one to five. The results
indicate some variability, where some providers perceive themselves to be able to treat
mental health conditions while others reported less confidence. Overall, most indicated
feeling at least somewhat capable. It is notable that, from a descriptive standpoint, MH2
had the lowest average rating and highest deviation, which may make it an area of
particular discussion.
I have adequate training/education related to diagnosing and treating mental
health conditions. Respondents averaged a 3.53 rating for this statement, with responses
ranging from one to five. The results indicate that the majority of providers considered
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themselves to have adequate skills necessary for treating mental health concerns, but may
not think that they have as much knowledge as they may like or need in their interactions
with patients. The responses for MH3 were somewhat variable, indicating a broad range
of perceptions among respondents.
I am open to the integration of mental health/behavioral services into primary
care. Respondents averaged a 4.67 rating for this statement, with responses ranging from
two to five. The one response of a two rating within this data set can be considered an
outlier due to it residing outside three standard deviations of the mean, which may have
lowered the overall average (Cohen, 2013). Almost all respondents reported a high
openness to the integration of behavioral health services.
I believe patients at Reach Out would be willing to utilize mental health-related
treatment. Respondents averaged a 4.93 rating for this statement, with a low variance in
responses ranging from four to five. It is notable that 93% of providers who took the
survey responded with “very” (see Table 4 below). These findings indicate that all
respondents hold a strong belief that ROMC patients would utilize BH services.
Table 4
Provider Perceptions of Patient Willingness to Utilize BH Services
Likert-Scale Rating

n

%

4

2

6.67%

5

28

93.33%

Correlations between the five mental health statements. Linear correlations
were conducted to identify potential associations between the five mental health
statements rated by providers. The results can be viewed in Table 5 below. Perceived BH
referral confidence was significantly correlated with perceived capability to treat mental
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health conditions, r(28) = .564, p < .001. Perceived treatment capability was found to
have a strong positive relationship with perceptions of adequate mental health
training/education, r(28) = .613, p < .000 (Cohen, 2013). Perceived capability to treat
mental health conditions held the strongest relationship among the analyses with
perception of adequate mental health training/education, r(28) = .832, p < .000. Perceived
capability to treat mental health conditions and open-mindedness to the integration of BH
services were also found to have a moderate correlation, r(28) = .493, p < .005 (Cohen,
2013). Perception of adequate training/education was also moderately correlated with
openness to the integration of BH services, r(28) = .587, p < .001 (Cohen, 2013).
A highly significant relationship was identified between open-mindedness to BH
integration and perception of patient benefit from BH services, r(28) = .565, p < .001
(Cohen, 2013). This finding indicates that providers who conveyed greater openness to
integrated care were more likely to believe that patients would benefit from BH services
being offered at ROMC. Conversely, providers who were less open to the integration of
BH services were less likely to indicate high perceived patient benefit.
Interestingly, perceived confidence in referring for BH services was not
significantly correlated with openness to the integration of BH services, r(28) = .255, p <
.173, or believing patients would benefit from BH services, r(28) = .282, p < .130, though
the direction of the correlation suggests a positive relationship. With a larger sample size
these correlations may prove to be statistically significant. There was also not a
significant relationship between perceptions of adequate training and perceived patient
benefit, r(28) = .349, p < .060.
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Table 5
Pearson Correlation Matrix among Provider Perceptions
Capability to
treat mental
health
concerns
Referral
confidence

0.564**

Adequate
training in
mental health

ROMC
Openness to

Patients will

integrated care

utilize BH
services

0.613**

0.255

0.283

1.000

0.832**

0.493**

0.587*

0.349

Capability to
treat mental
health
concerns
Adequate
training in
mental health
Openness to

0.565**

integrated care
**p < 0.01

Concern Ratings. Descriptive statistical methods were used to identify the
average Likert-Scale ratings of each concern for provider opinions of how often patients
present with and perceived helpfulness of BH services for each concern.
Perceptions of patient presentation frequency. The top five highest and lowest
averages for provider perceptions of patient concern presentation can be viewed below in
Table 6 and Table 7, respectively. For the full list of descriptives for all 26 concerns, see
Appendix E. Providers rated chronic illnesses (M=4.47), hypertension (M=4.33), stress
(M=4.17), diabetes (M=3.97), and anxiety (M=3.87) as the top five most frequent patient
concerns treated at the clinic. Providers rated trauma-related problems (M=2.30), sexually
transmitted illness (M=2.17), psychosis (M=1.97), sexual dysfunction (M=1.83), and
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eating disorders (M=1.73) as the top five least frequent patient concerns treated at the
clinic.
Table 6
Descriptive Statistics of Perceptions of Patient Presentation, Top Five
n

Mean

SD

Minimum

Maximum

Chronic Illnesses

30

4.47

0.73

2.00

5.00

Hypertension

30

4.33

0.96

1.00

5.00

Stress

30

4.17

0.79

2.00

5.00

Diabetes

30

3.97

1.07

1.00

5.00

Anxiety

30

3.87

0.78

2.00

5.00

Note. Items are listed in descending order by mean.
Table 7
Descriptive Statistics of Perceptions of Patient Presentation, Bottom Five
n Mean SD

Minimum Maximum

Trauma-Related Problems

30 2.30

1.02

1.00

4.00

Sexually Transmitted Illness

30 2.17

0.75

1.00

3.00

Psychosis

30 1.97

0.85

1.00

3.00

Sexual Dysfunction

30 1.83

0.75

1.00

3.00

Eating Disorders

30 1.73

0.78

1.00

4.00

Note. Items are listed in descending order by mean.
Perceptions of potential helpfulness of behavioral health. The top five highest
and lowest averages for provider perceptions of perceived helpfulness of BH services can
be viewed below in Table 8 and Table 9, respectively. For the full list of descriptives for
all 26 concerns, see Appendix F. Providers rated anxiety (M=4.80), depression (M=4.80),
stress (M=4.60), grief (M=4.47), and psychosis (M=4.43) as the top five concerns viewed
to benefit the most from BH intervention. Conversely, providers rated sexual dysfunction
(M=3.00), hypertension (M=2.67), transportation difficulties (M=2.60), asthma/COPD
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(M=2.50), and sexually transmitted illness (M=2.47) as the top five concerns viewed to
benefit the least from BH intervention.
Table 8
Descriptive Statistics of Perceptions of Potential Helpfulness of Behavioral Health, Top
Five
n

Mean

SD

Minimum

Maximum

Anxiety

30

4.80

0.48

3.00

5.00

Depression

30

4.80

0.48

3.00

5.00

Stress

30

4.60

0.72

2.00

5.00

Grief

30

4.47

0.78

3.00

5.00

Psychosis

30

4.43

1.17

1.00

5.00

Note. Items are listed in descending order by mean.
Table 9
Descriptive Statistics of Perceptions of Potential Helpfulness of Behavioral Health,
Bottom Five
n

Mean

SD

Minimum

Maximum

Sexual Dysfunction

30

3.00

1.08

1.00

5.00

Hypertension

30

2.67

1.06

1.00

5.00

Transportation Difficulties

30

2.60

1.28

1.00

5.00

Asthma/COPD

30

2.50

1.14

1.00

5.00

Sexually Transmitted Illness

30

2.47

0.97

1.00

4.00

Note. Items are listed in descending order by mean.
T-Tests for Comparison of Physical and Mental Health Ratings. In order to
determine if providers identified significant differences in ratings between physical and
mental health concerns, the 26 concern variables were categorized into one of the two
categories. A breakdown of the categorization can be referenced in Appendix H. After
calculating the average of physical health concerns and the average of mental health
concerns for each respondent, paired t-tests were performed comparing those averages.
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All model assumptions were checked and met. The results of the t-tests will be discussed
individually and are given in Tables 10 and 11 below.
Perceptions of patient presentation. Providers were asked to rate how often they
perceived ROMC patients to present with each concern during clinic visits. The
subsequent t-test analysis (t(29)=4.72, p<.0001) found the average response for physical
health concerns to be significantly different from mental health concerns, with a higher
average for physical health. The estimated mean difference in the data was 0.51 points
higher for physical health, with a 95% confidence interval for the true mean difference of
(0.29, 0.74). This finding indicates providers perceived patients to present with a greater
amount of physical concerns than mental health concerns.
Table 10
Paired T-Test for Perceptions of Patient Concern Presentation
Concern Category
Medical

95% CI for
Mental Health

Mean

M

SD

n

M

SD

n

Difference

t

0.74

0.60

30

0.51

0.60

30

0.48

4.72* 29

df

Perceptions of
Patient
Presentation
* p < .0001
Perceptions of potential helpfulness of behavioral health. Providers were asked
to rate perceived helpfulness of BH services for each concern. The results of the average
ratings were discussed above. The subsequent t-test analysis (t(29)=-9.18, p<.0001)
found the average response for physical health concerns to be significantly different from
mental health concerns, with a higher average for mental health. The estimated mean
difference in the data was 1.03 points higher for mental health, with a 95% confidence
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interval for the true mean difference of (0.80, 1.27). This finding indicates that providers
perceived BH services to be more helpful for mental health-related concerns, compared
to physical/medical concerns.
Table 11
Paired T-Test for Perceptions of Potential Helpfulness of Behavioral Health Services
Concern Category
Medical

95% CI for
Mental Health

Mean

M

SD

n

M

SD

n

Difference

-1.03

0.62

30

-0.80

0.62

30

-1.27

t

df

-9.18*

29

Perceptions of
Potential
Helpfulness
* p < .0001
Top Concerns from Providers. Frequencies were conducted to determine which
concerns providers identified as needing the most help with from the BH team at ROMC.
For the full list of top concerns for BH focus identified by providers, see Appendix G.
The top five most frequently reported concerns can be viewed below in Table 12, and
included depression (n=25), anxiety (n=21), hypertension (n=9), substance use (n=7), and
stress (n=6).
Table 12
Frequencies of Provider Concerns for BH Focus, Top Five
n

%

Depression

25

27.78%

Anxiety

21

23.33%

Hypertension

9

10.00%

Substance Use

7

7.78%

Stress

6

6.67%

Note. Items are listed in descending order by frequency.
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Qualitative Data: Provider Interviews
This section will discuss results and themes derived from 15 individual structured
interviews conducted with volunteer providers at ROMC. Themes for each interview
question will be outlined and reviewed. An inductive, thematic approach to open coding
founded in grounded theory was used that included reviewing all responses to identify
categories within each question asked and comparing responses (Glaser & Strauss, 1967).
Anonymous direct quote excerpts from interviews will be incorporated throughout the
discussion to supplement thematic descriptions.
Demographics. Providers who participated in interviews were informed that they
would remain anonymous. All were asked two demographical questions for informational
purposes, including their medical specialty of practice and how long they had been
volunteering at ROMC. Type of medical specialty can be perceived as representative of
the provider population at ROMC, and included one nurse practitioner, five internal
medicine, five family medicine, and four emergency medicine. Length of volunteer
experience spanned from one month to 25 years, with an average length of seven years.
Themes. Themes will be discussed in categories based on each interview
question.
Question one: What are your perceptions regarding the role of behavioral
health consultants in the healthcare/safety-net setting?
Theme one: BHCs viewed as specialized consultants. 80% of respondents
reported perceiving the BH team as adjacent to their role as the primary provider.
Specifically, providers often remarked that BHCs are particularly beneficial for
discussing concerns with patients that the providers do not have enough time to address
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(frequently noted as “behavioral health needs”, “patient stressors”, and anything
secondary to the “primary presenting concern”). In addition, most providers also
perceived BHCs to have more time to spend with patients for appointments, which could
allow for more in-depth discussion of concerns and identification of needs. Some
providers noted that BH is not always necessary, such as if a patient presents with a
straight-forward concern such as needing a medication refill. However, one provider
stated “mental health should be incorporated into primary care as universally as checking
vital signs”, indicating desire for comprehensive screening for all patients.
Theme two: BH services considered valuable within safety-net setting. 60% of
respondents noted that the population of patients served at ROMC are in need of mental
health treatment, even if it is short-term. In continuation of theme one, some providers
described feelings of guilt or incompleteness when lacking time or skill to thoroughly
address patient barriers/stressors/behavioral health needs so they view BH as an option to
fulfill that demand. Three providers stated that collaboration with BHCs ultimately
improves patient care.
Theme three: Primarily mental health focus. 47% of respondents described
mental health concerns that they perceived BH to frequently address in the primary care
setting, including depression, anxiety, severe mental illness, substance use, and
“psychiatric presentations”. Physical concerns were only mentioned rarely (i.e. somatic
symptoms, chronic pain management).
Theme four: Lack of thorough understanding. Although some providers were able
to discuss how they would collaborate with providers (as described in the above themes),
most providers exhibited difficulty defining the exact role of BH in line with the question
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asked. Many providers prematurely discussed patient concerns BH could be helpful for
instead of discussing what a BHC does, which likely indicates a lack of knowledge
regarding specific skills/interventions/procedures of BH. Providing education on BH
services may help to improve provider understanding and utilization of BH.
Miscellaneous. Opinions that were only mentioned singularly but are worth
noting include perceiving BH as helpful for diagnostic clarification, crisis intervention,
and improving patient compliance.
Question two: What do you feel would be necessary for providers and
behavioral health consultants to be able to integrate effectively at the clinic?
Theme one: Collaboration. Seventy-five percent of providers described the need
for efficient collaboration between BH and providers/staff for maximum patient benefit.
Relevant ideas included unified screening/triaging procedures, engaging in warmhandoffs, simultaneous patient interventions, and specialized consultation for patient BH
needs.
Theme two: Informing providers of BH presence and educating on BH services.
100% of respondents provided recommendations related to this theme. 50% of providers
requested that BHCs consistently inform providers of their presence at the clinic to serve
as a reminder, and/or market their services overall to increase utilization. 50% of
respondents reported the need for BHCs to educate providers regarding concerns BH can
be helpful for and what types of interventions they do. One comment that serves as a
summary, “What I find helpful is having a clear idea of who is there, what they are doing,
and what everyone’s role or capabilities are”. Several providers noted that they did not
have a “good feel” for what BH does, which has impacted their willingness to consult
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and/or refer. Three providers also requested that BH provide all volunteers with
information on the specific process for how to refer patients to the BH team.
Theme three: Increased BH presence at ROMC. Four providers noted BH
availability as a concern. For example, one provider stated “BH should be here every day
we are”. Another frankly noted, “It is confusing to have a bunch of you from SOPP here
one night and then not the other nights”. Three providers indicated the importance of
being able to see patients same-day. Related to this theme, four respondents requested
that the BH team should clearly communicate when they are there and what time they are
leaving (for example, one provider described, “sometimes you are already gone when I
have a patient who needs to be seen”).
Theme four: Ability to adapt to the unique environment of ROMC. 35% of
respondents described the need for BHCs to be able to effectively meet the unique needs
of the clinic. Examples include matching the fast-paced environment and adapting to the
challenges of rotating providers. Some providers addressed the frequency of only being
able to meet with a patient one time, and two providers noted the importance of
developing clear follow-up plans for patients to try to counteract this tendency. Several
providers noted the importance of BH meeting with patients same-day. This theme also
applies to the BH team directly, because the students also rotate and sometimes
experience inconsistencies.
Miscellaneous. Other notable ideas discussed by respondents included improving
the integration of BH notes within the EHR system, making providers more aware of a
patient’s previous involvement with BH, knowing the resources, and having a clearly
designated BH office space.
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Question three: What do you see as barriers or factors that negatively impact
patient health at the clinic?
Theme one: Impact of social determinants of health. 70% of providers identified
the negative impact of social determinants of health and psychosocial issues for the
patient population at ROMC. Examples include low income, transportation difficulties,
living situation, low education, lack of healthy eating/behaviors, and lack of access to
needed services. Several providers expressed frustration that patients “don’t take
ownership of their care” due to prioritizing other needs or putting themselves last, which
often make their health conditions worse in the long run. Some providers noted the
perpetuating cycle of poverty and its impact on overall health. Three providers also
discussed the impact of general life instability.
Theme two: Impact of mental health problems. 45% of providers discussed the
importance of mental health and the negative impact it can potentially have on overall
health and functioning. Several noted lack of consistent access to mental health services
as a barrier, and one provider considered the impact of mental health stigma on
willingness to seek care. A poignant example from a respondent on the impact; "If they
are depressed, anxious, overwhelmed, it makes it that much more difficult to seek help
and be compliant with treatment strategies. So if [BH is] able to help them address those
issues, it is going to make them more healthy”.
Theme three: Lack of continuity of care and patient follow-through. 30% of
providers reported lack of continuity of care as a barrier, with examples referring to the
structure of ROMC as well as patient situational factors that impact their ability to follow
through with commitments and health care needs. To go along with this concern, four
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providers described that they notice patients at ROMC often lack awareness of
community resources that could assist them in obtaining the help/services they need. Five
providers noted the impact of lack of education and/or understanding regarding medical
problems on patient ability to follow-through with recommendations or maintain
adequate health. Five providers expressed frustration with noticing the impact of patient
lack of follow-through regarding medical care. For example, one provider described:
“Patients don’t take ownership of their care, it’s very passive. They know they
need something, like running out of meds, instead of coming here or somehow
addressing the need they will start skipping their meds to make them last longer.
They do things they’re not supposed to, and they’ll even tell you ‘I know I
shouldn’t do that’, but they do it anyway”.
Several respondents offered intuitive ideas for how to address this theme. For example,
one provider proposed:
“I think for you guys, patients wouldn’t necessarily have to come in to get
help. Most people have a phone, maybe you could even call someone in the
household to check in with the patient if they don’t personally have a phone.
Then you could document the number of times you tried to contact them if
you aren’t able to follow up. You could make it mandatory to ask patients for
a good contact number during each visit.”
Theme four: Language barriers. Four providers perceived language barriers to
have a potentially harmful impact on patient care. Though they all noted that ROMC does
provide translator services and have used it with patients, they indicated that there are
sometimes difficulties with coordination or a certain type of translator is not available.
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Several clinical concerns were identified regarding having to use a patient’s family
member as a translator, including concerns about patient confidentiality,
miscommunication, and bias.
Miscellaneous. Other barriers/factors include prevalence of substance use
(including tobacco, alcohol, and drugs) and over-utilization of medical care. One provider
described the need for staff at ROMC to well-developed awareness of cultural differences
and needs. They provided an example about a situation where female patients of certain
backgrounds may feel uncomfortable with a male provider, and described BH could play
a supportive role by serving as a chaperone in the room, advocating on their behalf, or
meeting with patients first to identify preferences.
Question four: What are three patient concerns that behavioral health
consultants could be most helpful for addressing at the clinic and why?
Theme one: Mental health concerns as primary focus. Six providers mentioned
depression and seven mentioned anxiety as concerns patients frequently present with that
BH could be most useful for. Other mental-health related concerns that were discussed
included PTSD and severe mental illness (due to perceived lack of knowledge). Physical
health concerns were mentioned much less frequently; one provider identified wanting
help with managing chronic pain, and another discussed BH helpfulness for chronic
illnesses such as diabetes.
Theme two: Medical non-compliance. Five providers identified medical noncompliance as an important area for BH focus. There are several informative responses
that offer context for challenges patients face at ROMC. One provider described:
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“Factors that influence compliance might be anxiety, lack of appropriate
knowledge, or not wanting to admit that they need help. Whether it’s stopping
smoking, walking 5,000 steps, or drinking 2 liters of water a day, these lifestyle
things contribute to living a healthy life and potentially not even needing
medication at all.”
Another provider stated:
“Unfortunately we don’t commit as much as we should. For example, we’ll refill
their blood pressure meds, listen to their heart and lungs, and then they’re out the
door. We tend to not sit down and spend an extra minute or two to say ‘I see your
blood pressure is up, you’re not taking your medicine, that’s a problem, what’s
going on?’ Your team can help with those things.”
Lastly, one provider noted how BH could be helpful:
“If we have a patient that’s coming in multiple times for something like
hypertension or diabetes, and when we check them they still aren’t wellcontrolled, maybe they’re on their third visit, we could have you guys step in.
You could ask what might be impacting their adherence to the medical regimen,
what other challenges they’re facing, underlying mental health issues, or
something they’re not sharing that’s impacting their ability to follow through or
take their meds.”
Theme three: Functional assessments. The value of BH conducting functional
assessments was brought up by 50% of providers. Evaluating barriers patients face
regarding their medical care and follow-through could have a meaningful impact in the
long run if the provider and BHC are able to collaborate with the patient effectively.
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Miscellaneous. Other areas providers identified as applicable to BH included
conducting Mental Status Exams, diagnosing mental health disorders, identifying
resources, and crisis management (i.e. de-escalating patients, processing frustration,
mediating).
Question five: Has there been a change in your willingness to refer patients
since having behavioral health consultants at the clinic? 50% of respondents stated that
they have not worked with the BH team yet. 30% expressed interest in collaborating with
BHCs if they were accessible during clinic hours when that provider was volunteering.
For example, one provided stated, “I’m ignorant on the process but I’m willing to refer
patients. I wish BH could see every patient because they all need it”. A second provider
noted, “I’m willing to do it, I just didn’t know we had it available here… The staff need
reminders”. Another provider described, “I would have no hesitation if I knew how, and
patients would probably be happy to have someone else they could talk to”.
30% of providers stated that they have utilized BH and felt positively about
collaborating; such as one provider who reported, “You just tell me what to do and I’m
willing to refer, having you at Reach Out is wonderful”. Three providers stated that
engaging with BH was normal to them due utilizing BH services in their clinical practice.
For example, “I think we need to be a team and everyone needs to be involved”. One
provider stated that they did not know ROMC had BH services until the interview.
Regarding referring, one provider noted, “I haven’t had reluctance to refer, but it’s more
obvious to me when it’s a medical-related”.
Question six: Do you have any behavioral health staff where you work outside
of Reach Out? If so, what do you see as a strength that comes from having them
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readily accessible? Also, have you found consulting with behavioral health before or
after meeting with the patient to be more effective?
Theme one: Behavioral health prevalence in clinical practice. 50% of providers
stated they did not have on-site BH in their clinical practice. One provider stated, “I don’t
have Behavioral Health where I’m at and I don’t have much time with patients, so
sometimes they don’t get better with medication and then I don’t know what to do.” 25%
of providers indicated they did have access to BH within their practice. Lastly, 25%
stated they were able to consult with social workers within their hospital network.
Theme two: Benefits of integrated care. Providers reported various benefits of
having BHCs on site. Having BH readily accessible for immediate intervention may
make patients more willing to engage with BH if they do not have to make an additional
appointment. Subsequently, on-site BH may improve the clinic’s ability to address
barriers and patient needs. In addition, BHCs could assist with crisis management and
provide immediate resources. Reducing stigma of mental health issues and integrating as
a normal part of clinical practice were also discussed, such as one provider’s comment:
“I’m fortunate to have Behavioral Health on staff plus a psychiatrist. The biggest
strength is breaking down the stigma of mental health disorders. Having
depression or anxiety doesn’t mean you’re crazy, and if we can say ‘we have
people on staff for this, it happens a lot’ it becomes more of a norm for our patient
population.”
Several providers also recognized that it is often easier to seek consultation from BH
when they are on-site.
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Theme three: Consultation preferences. 50% of respondents reported not having
an opinion on when to consult, but several discussed examples that evidenced the
necessity of being flexible and that consultation may depend on the situation. 25% of
providers preferred BH to meet with patients before they do. For example:
“If you guys met with them first, then if they feel heard by somebody the length
of my visit will be a lot shorter and everything can go smoothly. I can read
through your good summary of what the issues are and redirect to them if I need
to. It pulls some of the emotional overlay and intensity of the visit down."
Additional reasons for this preference included making the most of patients’ time (since
many have to wait a long time to meet with a physician) and identifying barriers to care
that can be subsequently addressed by the physician. One provider pointed out the
potential reduction in time spent in an appointment with a patient if they have already
talked with BH, and several liked the idea of making concerns less of a "surprise" during
their appointment. 25% of providers found consulting after the BHC meets with the
patient to be the most beneficial aspect, mainly due to the provider’s interest in
identifying recommendations and resources for the patient. One provider also reported an
openness to meeting with patients at the same time as the BHC due to wanting to
collaborate equally.
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Chapter V
Discussion
Though this needs assessment was conducted specifically for ROMC and the
results are unique to the clinic, many of the findings were consistent with the cited
literature and are a valuable addition to the growing body of integrated care research.
Implications from both the survey and interview findings will be discussed, as well as a
comparison to previous work conducted at ROMC. A list of recommendations for the
administration and BH team at ROMC based on the findings from the needs assessment
will also be provided.
Provider Survey
The results for the five Likert Scale self-perception mental health statements were
encouraging. The averages for all the statements were above a 3.0 rating, which indicates
perceptions of “somewhat” or greater for all. Opinions on capability to treat mental health
concerns as well as perceptions of having adequate mental health training received the
lowest ratings, with an average of “somewhat”. With responses ranging from one to five,
it can be inferred that the group of providers surveyed likely had a wide range of clinical
experience that influenced their ratings. This variety fits well, given the nature of the
volunteer model at ROMC. Consequently, if some providers consider themselves to be
less capable of treating mental health concerns, having BHCs as part of the team would
directly address this potential issue.
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Providers reported a high level of confidence on average for referring patients to
mental health services, which indicates willingness to refer if given proper instruction on
the process. It is notable that perceived capability was correlated with adequate training,
indicating that increased perceptions of adequate training influenced perceived capability
to treat mental health concerns. It can be speculated that providers who possess greater
awareness of their limitations may be more open to the integration of BH services, as
they may value the “expertise” of psychologists (though this was not something
investigated in the data set). Providers who reported greater openness to integrating BH
services identified higher benefit for patient engagement. Overall, providers evidenced a
strong belief that ROMC patients would benefit from BH services, which aligns with the
expectations going in to the needs assessment.
Results also proved the hypothesis that providers at ROMC would be open to the
implementation of integrated care at the clinic to be correct. Provider openness was
important to explore in this needs assessment due to consistent findings from the
literature noting that provider willingness to collaborate with BHCs is linked to BH
utilization within the clinic (Hunter et al., 2017; McGough et al., 2016). Since the survey
sample indicated an overall high level of openness, the BH team may find that providers
are receptive to engagement. However, the literature evidences that providers require
more than just openness to collaboration in order to work effectively with BHCs.
Identification of provider needs and top concerns is an additional suggested
method for improving BH utilization and engagement because it helps the BHC better
understand how they can best serve and adapt to the needs of the clinic (Hunter et al.,
2017). Sections to identify provider needs and top concerns were incorporated into the
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survey to achieve this goal, and proved to be useful as the BH team can use the results to
prime essential interventions that will be frequently utilized.
Similar to the Westheimer et al. (2008), Beacham et al. (2012),and Torrence et al.
(2014) studies that surveyed provider perceptions in integrated care settings, the current
needs assessment found that providers perceived BH services to be more helpful for
mental health-related concerns, compared to medical concerns. This was evident both in
average ratings for perceived helpfulness of BH services, as well as identified concerns
for BH focus. All concerns listed in the top five for each category were mental healthrelated, except for hypertension which was listed as a top concern for BH focus. These
findings were expected due to consistencies in the literature as well as typical
considerations of provider roles. If provider perceptions of BHCs skew towards mental
health, the implication is that they will be more likely to refer patients who are presenting
with those related concerns. Since BH services can be helpful for physical/medical
conditions in addition to mental health needs, it is crucial that providers be educated on
what BHCs do and how they can help with a variety of concerns.
Interviews
Like the written surveys, the findings from the interviews indicated that ROMC
providers were open to collaborating with BHCs. ROMC Providers identified having BH
on-site as a way to reduce challenges for care access as well as mental health stigma,
which aligns with support for fully-integrated BH care models (Hunter et al., 2017; Vogel
et al, 2016). They perceived BH services to be useful within the safety-net setting,
especially the idea that having BH on-site reduces barriers faced by the patient population
at ROMC. This is also consistent with the literature, which reports a high need for BH
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services to aid in the reduction of health disparities among the safety-net clinic patient
population (Kamimura et al., 2013; Notaro et al., 2012). As noted by Kangovi et al.
(2014), offering collaborative integrated care services can improve a clinic’s ability to
address health disparities and meet patient needs. ROMC providers identified barriers
impacting patient care that were similar to findings reported in related studies, including
low income, accessibility difficulties, education, and prioritizing short-term needs over
healthy behaviors (Farber et al., 2017; U.S. Office of Disease Prevention and Health
Promotion, 2016; Walker & Druss, 2017).
Since many providers noted difficulty adequately addressing such barriers due to
time limitations, this supports the need for additional services to provide more holistic
care that may improve health outcomes in the long-run. The BH team can be helpful for
many patient issues faced at ROMC that have been identified as moderators for poor
health behaviors, such as treatment adherence (Lanoye et al., 2017). Providers have
reported over-utilization of services by patients at ROMC and difficulties with noncompliance. Since patients can be potentially turned away during clinic hours if need
exceeds capacity, it is crucial to identify ways to reduce issues that hinder the system
such as addressing service over-utilization and supporting patients in overcoming barriers
to maintaining chronic medical conditions. Both of the studies discussed earlier (Krupski
et al.. 2016; Lanoye et al., 2017) that published findings from implementing BH services
within a safety-net setting identified BH services as having a positive impact on these
concerns.
Though BH is valued, providers evidenced only general understanding during the
interviews, indicating the need for education on services offered for improved utilization.
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Effective communication and thorough provider education of BH services are essential
for successful BH integration (Hunter et al., 2017; Lardiere et al., 2011; Mitchell et al.,
2015; Reiter et al., 2018). Particular areas to highlight include BHC availability,
definition of BHC role, concerns BH services can be helpful for, and warmhandoff/referral processes.
It was evident that providers perceived time limitations as a frequent barrier to
comprehensive care, and many interviewees identified collaborating with BH as a way to
reduce this issue. They also recognized the heightened prevalence of mental health
concerns among the patient population at ROMC. Most providers who were interviewed
evidenced awareness of the impact of social determinants of health and various barriers
on patient health outcomes. However, not all recognized the BH team as an accessible
opportunity to address and decrease this impact.
Only about half of providers interviewed had previous interaction with the BH
team at ROMC. Most providers conveyed a lack of a comprehensive understanding of
what BH can do, when they are there, and how to refer. When asked to identify factors
that would lead to the effective integration of BH services at ROMC, respondents
discussed the need for effective collaboration, consistently informing providers of BH
presence, offering educating on BH services, increasing BH presence at the clinic (i.e.
availability on all clinic days), and the ability for BHCs to adapt to the unique needs of
ROMC. These findings align with recommendations from existing literature, such as
delivering comprehensive education for providers on the integrated care model and role
of BHCs, identifying clearly-defined roles, effective communication within the team,
shared record access, provider openness to collaboration, and BHC accessibility (Hunter
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et al., 2017; McGough et al., 2016; Mitchell et al., 2015). It is likely that the more
providers are able to interact with the BH team, the greater understanding they will gain
regarding effectiveness of BH and knowledge of interventions for a wide-range of patient
concerns. In addition, they may perceive and increased level of confidence regarding
recognizing and discussing BH-related issues with their patients. Doing so would
ultimately improve patient care, as well as reducing provider stress.
Comparison to Preliminary Work
Preliminary Provider Needs Assessment. In the present study, providers rated
chronic illnesses, hypertension, stress, diabetes, and anxiety as the top five most frequent
patient concerns treated at the clinic. Similarly, staff who were surveyed during the
preliminary needs assessment at ROMC identified hypertension, chronic illness, diabetes,
finances, and tobacco cessation as top concerns. Providers surveyed in the present study
rated anxiety, depression, stress, grief, and psychosis as the top five concerns viewed to
benefit the most from BH intervention. Once again, staff surveyed during the preliminary
needs assessment identified depression, anxiety, psychosis, alcohol use, and grief as top
concerns that would benefit from BH. Lastly, providers in the present study identified top
concerns for BH focus as depression, anxiety, hypertension, substance use, and stress.
Top responses from the preliminary study included depression, anxiety, chronic pain,
weight management, and substance abuse. Considering the two year time span difference
between these two studies, it is interesting that top responses for each of these three areas
were largely the same for both. A potential confound could be that several providers who
completed surveys during the preliminary study also participated in the present study;
however, the amount of same participants cannot be determined due to the anonymity of
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both studies. These results are still valuable in that they identify the consistency of
provider perceptions and needs over time, despite ongoing integration of BH services at
ROMC.
Patient Study. Stephenson (2019) identified most common patient concerns
among the population surveyed to include stress, anxiety symptoms, depressive
symptoms, sleep difficulties, and tobacco use. Providers who participated in the present
study evidenced moderate congruence in their perceptions of patient presentations;
notably that many patients deal with high levels of stress, anxiety, and depression.
Stephenson (2019) found PTSD to be the most common BH-related concern among
patients (54%; p. 37), though providers rated perceived prevalence as relatively low
(M=2.30). A potential reason for this finding could be that providers often do not have
time to discuss secondary issues patients present with, as reported in many of the
individual interviews. This further solidifies the importance of incorporating BHCs
within the clinic team, so that patients are getting their needs met and concerns are being
addressed that may be potentially impacting their health.
Provider Perceptions of Behavioral Health Focus
Providers rated BH as significantly more helpful for mental vs. physical health
concerns, both in the written surveys and in individual interviews. This finding affirms
the hypothesis that providers associate BHCs primarily with mental health interventions.
It is possible that this bias may impact provider’s willingness to collaborate with BHCs
on physical health needs of patients, despite availability of skills/interventions for a
variety of medical concerns, over-utilization, and compliance issues. Depression and
anxiety were identified as the highest concerns for BH focus at ROMC, from both the
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survey and interview results. This finding aligns with the moderately high perceived
prevalence of these two concerns among patients.
When rating perceived helpfulness of BH services for the 26 listed concerns,
providers identified all mental health-related concerns as likely to receive the most
benefit. However, a notable difference in the list of top concerns for BH focus was that
many providers identified hypertension, which aligns with the high perceived prevalence
among patients. Although they use a different type of rating scale, these findings are
relatable to perceived helpfulness ratings previously identified by Beacham et al. (2012).
Other previous literature has also indicated the tendency of providers to associate BH as
primarily helpful for mental health concerns (McGough et al., 2016; Mitchell et al., 2015;
Torrence et al., 2014). Offering education to providers on BH overall helpfulness,
available interventions, and potential impact of collaborating to improve medical
concerns and treatment adherence may significantly improve referral numbers.
Future Directions
ROMC is encouraged to continue offering BH services at an integrated part of the
clinic, as volunteer providers perceive it to be beneficial for the patient population and
are open to collaborating with BHCs. There are various ideas for potential improvement
of integrated care at ROMC as well as more effective utilization of the BH team (see
Recommendations above). Due to the prevalence of various barriers among ROMC’s
patient population, the BH team could be meeting with a significantly higher number of
patients than how they are currently utilized. Ultimately, implementing methods to
educate providers on BH services and the referral process will lead to increased
utilization. Additionally, ROMC’s summer integrated PC course for psychology graduate
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students requires students to complete a project that benefits the clinic in some way; it is
recommended that students continue to assess clinic needs to best adapt and expand BH
services. Further assessment of provider perceptions and needs could be conducted at a
later point for comparison to this study and greater analysis.
Limitations of the Study
The present study has several limitations. This study utilized convenience
sampling of volunteer providers at ROMC for both the written surveys and the
interviews. The data sets for each are potentially not representative of the views of the
entire population of volunteer providers since not everyone completed surveys or
participated in interviews. Although interviews were meant to identify provider
perceptions, it is important to consider that each interview is derived from the personal
opinion of each interviewee and may not accurately represent the views of the entire
population of volunteer providers ROMC. The limited sample of 15 may not be
representative but did provide additional depth that was useful in comparison to the
quantitative data.
Additionally, the results of this study are limited to this particular safety-net
clinic. Many of the recommendations may be applicable to other integrated primary care
and/or safety-net settings in a general sense, however the data is exclusively derived from
providers within the unique setting of ROMC, which likely implements procedures that
differ from other clinics. Another important consideration is that much the population of
volunteer providers is comprised of physicians who teach or are involved in training
medical students. This is significant due to the potential positive bias of greater openness
to collaborating with the BH team, since providers are aware that the BH team is
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comprised of psychology students. It is possible that providers in a more traditional PC
setting that is not geared towards training may not be as open to collaboration, though
this idea cannot be proven at this time. If this is the case, greater provider openness to
collaboration is beneficial to the BH team regardless and BHCs could utilize their
willingness in order to increase engagement and utilization.
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Recommendations
Administrative/Clinic Focus
1) Educate new volunteer providers on BH services during their orientation to the
clinic to help providers view BHCs as an essential clinic element.
2) Implement the use of more comprehensive screening tools to better identify
common behavioral health concerns (i.e. PTSD, substance abuse, grief).
3) Ensure triaging staff are effectively scoring screeners and offering BH services to
applicable patients.
4) Provide information to providers during each clinic day regarding the referral
process if BH is not readily accessible.
5) Assist BH in effectively marketing services.
6) Expand services to include social workers to better address social determinants of
health for patient population (this may also decrease provider perceptions of
BHCs as social workers).
Behavioral Health Team Focus
1) Learn intervention strategies to address perceived top patient concerns. Mental
health-related concerns include depression, anxiety, stress, grief, and substance
use. Medical-related concerns include chronic illness, chronic pain, hypertension,
diabetes, tobacco cessation, and weight management.
2) Train incoming BH trainees to effectively adapt to ROMC’s unique environment
and barriers. It would also be beneficial to teach strategies for engaging and
communicating with providers, including effective introductions, visibility, and
follow-up procedures.
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3) At the beginning of each clinic session (before providers begin seeing patients),
BHCs should introduce themselves to each provider and briefly remind them of
the following: role of BHC at ROMC, where they will be so providers can easily
find them, availability for consultation, and warm-handoff procedure.
4) Educate providers regarding the following: Helpfulness of BH for wide variety of
patient concerns, availability and accessibility of BHCs during clinic hours, and
BH referral process for when BH is not accessible. Developing a concise
informational handout may be useful for providing this education.
5) Consider strategic methods of reminding providers about BH services to improve
utilization. Examples specifically offered by providers include incorporating
availability/services of BH within the ROMC newsletter email, placing a note on
each provider’s chart binder with details about availability and referral process,
and verbally marketing services at the beginning of each clinic when BHCs are
available. Another option could be to place a colored card or sticky note on
patient charts to alert providers of elevated screener scores (depression/anxiety),
with the goal of facilitating a warm-handoff.
6) Evaluate documentation process for optimal provider benefit. Providers expressed
interest in reviewing BH notes for recommendations as well as a better
understanding of patient barriers. It was noted that it would be beneficial to
identify a way to make these notes more apparent, especially if it is an issue that
is actively being worked on or directly effects the patient’s presenting concerns.
7) BHCs could do chart reviews of each patient presenting at the clinic (regardless of
screener scores), and either ask patients directly if they would be open to meeting
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or ask provider to facilitate a warm-handoff if the BHC thinks the patient may
benefit from BH involvement.
8) Develop more effective follow-up plans for patients due to frequency of meeting
with patients for only one session (i.e. consider alternative patient follow-up
methods such as phone calls, or structure interventions in most optimal way for a
one-session model).
9) Enhance visibility of BH. Examples could include creating and marketing a
designated BH office space, as well as wearing BH name tags.
10) Consider feasibility of increasing clinic hours. Some ways to address potential
issues may include identifying a second faculty member to assist with BH if Dr.
Cigrang is unavailable, so that services are able to still take place. Creating a
greater awareness within SOPP regarding the BH program at ROMC may be
beneficial to recruit more BHCs as well as faculty involvement. Instituting an
elective practicum placement may also improve consistency of BHC availability.
Both intervention and assessment opportunities could be offered to SOPP
students.
11) Improve resource lists and competency to address prevalent social determinants of
health for patients.
12) Consider options to offer providers for immediate crisis intervention and/or
resources to offer in the meantime when the BH team is not accessible. (For
example, providers could offer patients crisis resources such as Crisis Text Line).
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Chapter VI
Conclusions
The present study used quantitative and qualitative methods to conduct a needs
assessment at ROMC, specifically focused on identifying the perceptions and needs of
the clinic’s volunteer providers. Main quantitative findings from the written survey
included high levels of openness and perceived patient benefit regarding BH services, the
identification of providers’ perceptions of patient concern presentations, potential
helpfulness of BH services, and top concerns for BH focus. Qualitative findings from
individual interviews provided additional insight on factors that could improve
collaboration between providers and BHCs, perceptions of common barriers among the
ROMC patient population, particular areas for BH focus, and insight regarding provider
experiences with BH. Findings were consistent with results found in previous literature
pertaining to integrated care needs assessments, provider perceptions, and common
barriers in safety-net settings. Recommendations were identified for the clinic at an
administrative level as well as the BH team to improve integrated care services at
ROMC.
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Appendix A
Data Coding for Provider Survey
Demographics
Position
1 = MD
Specialty
1 = Family Medicine
2 = Internal Medicine
3 = Emergency
Gender
1 = male
2 = female
Experience
Numerical years of experience in clinical practice
Age
Provider’s numerical age in years
Geo Area
geographic area with most experience in clinical practice
1 = rural
2 = urban
Volunteer
Time length as a ROMC volunteer, in months
Statements
MH1
“I am confident in referring patients for mental health services.”
MH2
“I am capable to treat mental health conditions.”
MH3
“I have adequate training/education related to diagnosing and treating
mental health conditions.”
MH4
“I am open to the integration of mental health/behavioral services into
primary care.”
MH5
“I believe patients at Reach Out would be willing to utilize mental healthrelated treatment.”
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Concern Ratings
Item
Anxiety
Asthma/COPD
Attention/Concentration
Chronic Illnesses
Chronic Pain
Depression
Diabetes
Eating Disorders
Family Problems
Finances
Grief/Loss
Headaches
Hypertension
Medical Non-Compliance
Overuse of Health Care
Psychosis
Sexual Dysfunction
Sexually Transmitted
Illness
Sleep Difficulties/Insomnia
Stress
Substance Use: Alcohol
Illicit Drug Use
Tobacco
Transportation Difficulties
Trauma-Related Problems
Weight Management

How Often Patients
Present
ANXIETY1
ASTHMA1
ATTENTION1
CI1
CP1
DEPRESSION1
DIABETES1
ED1
FAMILY1
FINANCES1
GRIEF1
HEADACHE1
HYPERTENSION1
MED1
OVERUSE1
PSYCHOSIS1
SEX1
STI1

Helpfulness of MH
Services
ANXIETY2
ASTHMA2
ATTENTION2
CI2
CP2
DEPRESSION2
DIABETES2
ED2
FAMILY2
FINANCES2
GRIEF2
HEADACHE2
HYPERTENSION2
MED2
OVERUSE2
PSYCHOSIS2
SEX2
STI2

SLEEP1
STRESS1
ALCOHOL1
DRUGS1
TOBACCO1
TRANSPORTATION1
TRAUMA1
WEIGHT1

SLEEP2
STRESS2
ALCOHOL2
DRUGS2
TOBACCO2
TRANSPORTATION2
TRAUMA2
WEIGHT2

The following asked participants to list their top concerns they perceived as needing the
most help with:
CONCERN1
CONCERN2
CONCERN3
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Concerns for the above section were categorized as the following (to align with the initial
survey):
1 = Chronic Illness
2 = Chronic Pain
3 = Headaches
4 = Sleep Difficulties/Insomnia
5 = Alcohol Use
6 = Tobacco Use
7 = Illicit Drug Use
8 = Stress
9 = Hypertension
10 = Diabetes
11 = Asthma/COPD
12 = Sexually Transmitted Illness
13 = Weight Management

16 = Sexual Dysfunction
17 = Depression
18 = Anxiety
19 = Psychosis
20 = Medical Non-Compliance
21 = Overuse of Health Care
22 = Grief/Loss
23 = Trauma-Related Problems
24 = Family Problems
25 = Finances
26 = Transportation Difficulties
27 = Substance Use (overall)
28 = “Anxiety/Depression”

14 = Eating Disorders
15 = Attention/Concentration

29 Other Mental Health Conditions
30 = Case Management
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Appendix B

Provider Survey Participant Consent Form
The purpose of this research study is to examine behavioral health (mental health) needs
of patients at Reach Out of Montgomery County (ROMC) to better inform the types of
services offered.
During the study, you will be asked to complete a paper and pen survey, which is
expected to take 5 minutes to complete. There is minimal risk and discomfort anticipated
as part of or as a result of this research study. The primary risk is possible difficulty to
create time to complete the survey because of the busy nature of the clinic work. The
potential benefits of participating in the study includes the integration of behavioral
health services at ROMC as the results may help determine the most common patient
behavioral health issues within the clinic. Also, based on provider responses to the
survey, the results will likely identify areas in which behavioral health services would be
most helpful. Any information about you obtained from this study will be kept strictly
confidential and you will not be identified in any report or publication.
Checking the box below implies your consent to participate. You are free to refuse to
participate in this study or to withdrawal at any time. Your decision to participate or to
not participate will not adversely affect your standing at this institution or cause a loss of
benefits to which you might otherwise be entitled. There is no penalty of any kind for
either non-participation or withdraw at any time.
A summary of the results of this study may be requested by contacting the researchers
listed below. The summary will show only aggregate (combined) data. No individual
results will be available. If you have questions or concerns about this study, you can
contact the researcher Anna Hayburn at hayburn.2@wright.edu or Dr. Jeffrey Cigrang at
jeffrey.cigrang@wright.edu. If you have general questions about giving consent or your
rights as a research participant in this research study, you can call the Wright State
University Institutional Review Board at 937-775-4462.
Please indicate your agreement to participate in this study:
I agree to participate in this study.
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Appendix C

Provider Participant Interview Consent Form
The purpose of this research study is to conduct a comprehensive needs assessment of
Reach Out of Montgomery County (ROMC) clinic providers that will help inform the
process of tailoring the integration of behavioral health services within the clinic.
During this study, you will be asked 6 interview questions which is expected to take
approx. 15 minutes to complete. The questions all relate to the integration of behavioral
health services at ROMC. Responses are anonymous; any information about you obtained
from this study will be kept strictly confidential and you will not be identified in any
report or publication.
There is no risk anticipated as part of or as a result of this research study. If you feel
uncomfortable responding to any of the questions asked, you are free to refuse a response
or stop entirely. The potential benefits of participating in the study include offering
insight on areas in which behavioral health services would be most helpful at ROMC, as
well as how to facilitate effective collaboration between behavioral health consultants
and providers.
Checking the box below implies your consent to participate. You are free to refuse to
participate in this study or to withdrawal at any time. Your decision to participate or to
not participate will not adversely affect your standing at this institution or cause a loss of
benefits to which you might otherwise be entitled. There is no penalty of any kind for
either non-participation or withdrawing at any time.
A summary of the results of this study may be requested by contacting the researchers
listed below. The summary will show only aggregate (combined) data. No individual
results will be available. If you have questions or concerns about this study, you can
contact the researcher Anna Hayburn at hayburn.2@wright.edu or advisor Dr. Jeffrey
Cigrang at jeffrey.cigrang@wright.edu. If you have general questions about giving
consent or your rights as a research participant in this research study, you can call the
Wright State University Institutional Review Board at 937-775-4462.
Please indicate your agreement to participate in this study:

I agree to participate in this study.
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Appendix D
Provider Survey
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Appendix E
Table E1
Descriptive Statistics of Concerns for Perceptions of “How Often Patients Present”
Item

Variable

N

Mean

StdDev

Min

Max

1

CI1

30

4.47

0.73

2.00

5.00

2

Hypertension1

30

4.33

0.96

1.00

5.00

3

Stress1

30

4.17

0.79

2.00

5.00

4

Diabetes1

30

3.97

1.07

1.00

5.00

5

Anxiety1

30

3.87

0.78

2.00

5.00

6

Tobacco1

30

3.83

1.02

1.00

5.00

7

Med1

30

3.80

0.89

2.00

5.00

8

Finances1

29

3.76

1.43

1.00

5.00

9

Depression1

30

3.73

0.78

2.00

5.00

10

CP1

30

3.57

1.01

1.00

5.00

11

Transportation1

30

3.57

1.14

1.00

5.00

12

Weight1

30

3.43

1.04

1.00

5.00

13

Asthma1

30

3.17

0.87

2.00

5.00

14

Sleep1

30

3.13

1.01

1.00

5.00

15

Family1

30

3.10

1.06

1.00

5.00

16

Alcohol1

30

3.03

1.03

1.00

5.00

17

Headache1

30

2.97

0.85

2.00

5.00

18

Overuse1

30

2.90

1.06

1.00

5.00

19

Drugs1

30

2.53

1.01

1.00

4.00

20

Grief1

30

2.43

1.04

1.00

5.00

21

Attention1

30

2.33

1.03

1.00

5.00

22

Trauma1

30

2.30

1.02

1.00

4.00

23

STI1

30

2.17

0.75

1.00

3.00

24

Psychosis1

30

1.97

0.85

1.00

3.00

25

Sex1

30

1.83

0.75

1.00

3.00

26

ED1

30

1.73

0.78

1.00

4.00

Note. Items are listed in descending order by mean.
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Appendix F
Table F1
Descriptive Statistics of Concerns for Perceptions of “Helpfulness of MH Services”
Item

Variable

N

Mean

StdDev

Min

Max

1

Anxiety2

30

4.80

0.48

3.00

5.00

2

Depression2

30

4.80

0.48

3.00

5.00

3

Stress2

30

4.60

0.72

2.00

5.00

4

Grief2

30

4.47

0.78

3.00

5.00

5

Psychosis2

30

4.43

1.17

1.00

5.00

6

Family2

30

4.40

0.89

2.00

5.00

7

Alcohol2

30

4.40

0.86

2.00

5.00

8

Drugs2

30

4.20

0.92

2.00

5.00

9

ED2

30

4.17

1.02

2.00

5.00

10

Sleep2

30

4.13

1.14

1.00

5.00

11

Attention2

30

4.13

0.86

2.00

5.00

12

CP2

30

4.03

1.19

1.00

5.00

13

Tobacco2

30

3.87

1.11

1.00

5.00

14

Weight2

30

3.67

0.99

1.00

5.00

15

CI2

30

3.53

1.17

1.00

5.00

16

Med2

30

3.50

1.11

1.00

5.00

17

Trauma2

30

3.50

1.41

1.00

5.00

18

Finances2

30

3.47

1.36

1.00

5.00

19

Headache2

30

3.33

1.30

1.00

5.00

20

Overuse2

30

3.30

1.12

1.00

5.00

21

Diabetes2

30

3.10

1.06

1.00

5.00

22

Sex2

30

3.00

1.08

1.00

5.00

23

Hypertension2

30

2.67

1.06

1.00

5.00

24

Transportation2

30

2.60

1.28

1.00

5.00

25

Asthma2

30

2.50

1.14

1.00

5.00

26

STI2

30

2.47

0.97

1.00

4.00

Note. Items are listed in descending order by mean.
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Appendix G
Table G1
Frequencies of Top 3 Listed Concerns for Behavioral Health Focus
Item
Coding

Concern

Frequency

Percent

Cumulative
Frequency

Cumulative
Percent

17

Depression

25

27.78

25

27.78

18

Anxiety

21

23.33

46

51.11

2

Chronic Pain

9

10.00

55

61.11

27

Substance Use

7

7.78

62

68.89

8

Stress

6

6.67

68

75.56

20

Medical
Non-Compliance

4

4.44

72

80.00

29

Other Mental Health
Conditions

3

3.33

75

83.33

1

Chronic Illness

2

2.22

77

85.56

22

Grief/Loss

2

2.22

79

87.78

24

Family Problems

2

2.22

81

90.00

28

“Anxiety/Depression”

2

2.22

83

92.22

6

Tobacco Use

1

1.11

84

93.33

9

Hypertension

1

1.11

85

94.44

19

Psychosis

1

1.11

86

95.56

21

Overuse of
Health Care

1

1.11

87

96.67

23

Trauma-Related
Problems

1

1.11

88

97.78

25

Finances

1

1.11

89

98.89

30

Case Management

1

1.11

90

100.00

Note. Items are listed in descending order by frequency.
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Appendix H
Categorization of Variables for Paired T-Tests
Physical Health Concerns
Variable
Coding
Asthma/COPD
Chronic Illnesses
Chronic Pain
Diabetes
Headaches
Hypertension
Medical Non-Compliance
Overuse of Healthcare
Sexual Dysfunction
Sexually Transmitted
Illness
Sleep Difficulties/Insomnia
Substance Use: Tobacco
Weight Management

Mental Health Concerns
Variable
Coding

11
1
2
10
3
9
20
21
16
12

Anxiety
Attention/Concentration
Depression
Eating Disorders
Family Problems
Grief/Loss
Psychosis
Stress
Substance Use: Alcohol
Substance Use: Illicit Drug Use

18
15
17
14
24
22
19
8
5
7

4
6
13

Trauma-Related Problems

23

Omitted variables (social-work related): Finances, Transportation Difficulties
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